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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to

participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of Virginia requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
Family and Individual Support Waiver

C. Waiver Number:VA.0358
Original Base Waiver Number: VA.0358.

D. Amendment Number:VA.0358.R05.01

E. Proposed Effective Date: (mm/ddlyy)

[11/12/23
Approved Effective Date of Waiver being Amended: 07/01/23

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

The purpose of this amendment is to permit legally responsible individuals to provide the personal assistance service through a
self-directed option.

3. Natur e of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):

Component of the

Approved Waiver Subsection(s)

[ Waiver I I

Application

[ Appendix A
Waiver I I
Administration
and Operation
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Component of the

Approved Waiver Subsection(s)

[] Appendix B
Participant I I
Access and
Eligibility

Appendix C
Participant | C2 |
Services

[] Appendix D
Participant
Centered I I
Service
Planning and
Delivery

[] Appendix E
Participant I I
Direction of
Services

[ Appendix F
Participant | |
Rights

[ Appendix G
Participant I I
Safeguards

[ Appendix H

[ Appendix |
Financial I I
Accountability

[ Appendix J
Cost-Neutrality I I
Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
each that applies):

[] M odify target group(s)

[ Modify Medicaid eligibility

[ Add/delete services

Revise service specifications

[] Revise provider qualifications

[ I ncr ease/decr ease number of participants
[] Revise cost neutrality demonstration

[] Add participant-direction of services

] Other
Specify:

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)
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A. The State of Virginia regquests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Family and Individual Support Waiver
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)
O 3years ® Syears

Original Base Waiver Number: VA.0358
Waiver Number:VA.0358.R05.01

Draft ID: VA.006.05.01
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 07/01/23
Approved Effective Date of Waiver being Amended: 07/01/23

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Socia Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for a renewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request Information (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[] Hospital
Select applicable level of care

O Hospital as defined in 42 CFR §440.10
If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

©) Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
[] Nursing Facility
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Select applicable level of care

O Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O Institution for Mental Disease for personswith mental illnesses aged 65 and older asprovided in 42 CFR
8440.140

I nter mediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I11D) (as defined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I11D level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable

o Applicable
Check the applicable authority or authorities:

[] Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |

[J Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
[ §1915(b)(1) (mandated enrollment to managed care)
[ §1915(b)(2) (central broker)
[] 81915(b)(3) (employ cost savingsto furnish additional services)
[ §1915(b)(4) (selective contracting/limit number of providers)

HPN program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

HPN program authorized under 81915(i) of the Act.
L1 A program authorized under §1915(j) of the Act.

[] A program authorized under 81115 of the Act.
Soecify the program:
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H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.

The Family and Individual Supportswaiver, isaHome and Community-Based 1915(c) waiver designed to provide support in the
community for individuals with intellectual and developmental disabilitiesin lieu of an Intermediate Care Facility for Individuals
with Intellectual Disabilities.

The goal of the Family and Individual Supports Waiver isto provide a system of services and supports that enables individuals,
particularly those living with family members, to live healthy, productive, integrated livesin the community of their choice.

The objectives of the Family and Individual Supports Waiver are to:

1) Promote independence for individuals through high quality services and the assurance of health, safety, and welfare through a
comprehensive quality management strategy; 2) Offer an alternative to institutionalization and costly comprehensive services
through an array of community supports that promotes inclusion and independence by enhancing, rather than replacing, existing
natural supports; 3) Support individuals and their families in sharing responsibility for their supports and services.

The daily operation of the Waiver is carried out by the Department of Behavioral Health and Developmental Services
(DBHDS), the operating agency, under the supervision and authority of the Department of Medical Assistance Services
(DMAY), the Medicaid agency. DMAS exercises administrative discretion in the administration and supervision of the waiver;
issues policies, rules and regulations rel ated to the waiver; and makes payment for waiver services provided through the Virginia
Medicaid Management Information System (VAMMIS). An interagency agreement, on file at both agencies, ensures
accountability and effective management for all waiver requirements and assurances. It is reviewed annually and updated when
needed.

Individuals access services at the local level viathe Community Services Board (CSB) system, as the single point of
entry. There are forty CSBs throughout Virginia, with each city or county belonging to the catchment area of one CSB.

The Family and Individual Support waiver offers qualifying individuals the opportunity to obtain either agency-directed services

or consumer-directed services, or both. Individuals may be supported by a CSB-employed or private support coordinator (case
manager) under contract with a CSB.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid

eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
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direct their services. (Select one):

® Yes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

O No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified aress.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the Medically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use ingtitutional income and resource rules for the medically needy (select one):

O Not Applicable
® No
O ves
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

©No

O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[ Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[] Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparable services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances
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In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that all facilities subject to 81616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financia accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for thiswaiver.

G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR 8440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.
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6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federa financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICFH/IID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR 8§431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of 8§1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an aternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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Renewal Application Effective duly 1, 2023

A public comment period for the proposed renewal application was made available from February 27, 2023 to March 29,
2023. Tribesin Virginiawere also notified of these renewals on February 3, 2023 with arequest for any comments. The
following tribes were notified: Pamunkey Indian Tribe, Chickahominy Indian Tribe, Monacan Indian Nation Inc.,
Nansemond Indian Tribe, Rappahannock Tribe, and Upper Mattaponi Tribe. No comments were received.

DMAS provided natice of public comment through an online notification posted to the agency's website for the duration
of the thirty day period. The waiver application with amendments were available for public viewing on the DMAS
agency website along with how to submit questions and/or comments via email, fax, and mail.

On February 27, 2023, DMAS and DBHDS sent emailsto providers on the (1) DBHDS listserv; (2) Developmental
Services Council email list; and (3) Developmental Disabilities Waivers Advisory Council regarding the public comment
period for the renewal applications.

DMAS also solicited public comment in the Richmond Times-Dispatch, both the print edition and online through the
newspaper's website. The print solicitation was published in the newspaper on Sunday, March 5, 2023. The online
solicitation ran on the Richmond Times-Dispatch website from Monday, March 6, 2023 through Thursday, March 16,
2023. Instructions were provided both print and online on the methods to submit questions and comments as well as
direct link to the waiver applications available on the DMAS website.

The public comment period for this waiver renewal ran concurrently with the renewal of the Building Independence
Waiver. DMAS received atotal of 526 comments during the public comment period for the two waivers, of which 525
related to the Family and Individual Supports Waiver. The comments were able to be broken down into the following
categories:

1. The overwhelming majority of the comments pertained to the state's proposed action to allow legally responsible
individualsto provide paid personal attendant care in the Family and Individual Supports Waiver. The comments
included requests to alow the service to be provided via the consumer-directed model, concerns regarding the 40-hour
limitation, and the request to allow ongoing eligibility for respite care in situations where the legally responsible
individual isthe paid personal care attendant.

DMAS Response: DMAS has developed a factsheet to address these concerns and has posted the factsheet on the
Waivers page (available at https://dmas.virginia.gov/media/5610/Iegally-responsi ble-individual -rembursement-fact-
sheet-02-27-2023.pdf). In developing the rulesto allow legally responsible individuals to be the paid personal assistant,
DMAS considered the CM S requirements of defining extraordinary care, responding to possible conflict of interest,
ensuring that services are adequately provided and billed, and establishing that such a provision of servicesisin the
waiver individual's best interests.

2. Ten comments for suggested edits and technical comments from other state agencies, provider associations, and
advocacy groups werereceived. These edits included updates due to legislative actions set to go into effect on July 1,
2023, changes to terminology and website addresses, and other clarifying statements. Of the ten, seven applied to both the
Building Independence and Family and Individual Supports Waivers, and three applied only to the Family and Individual
Supports Waivers.

DMAS Response: DMAS made changes to the waiver renewal application in order to ensure the application aligns with
state procedures and requirements. Updates were made to ensure the application has the most up-to-date information.
Some changes were not made as the requested edits were considered to be too granular or specific to include or similar
language was already in the application.

3. Two comments were made requesting the addition of a new service to the waiver. For the Family and Individual
Supports Waiver, the commenter asked that Sponsored Residential Services be added. For the Building Independence
Waiver, the commenter asked that the Workplace Assistance service be added.

DMAS Response: Adding additional servicesto awaiver hasafiscal impact. Any action that is determined to have a
fiscal impact must first be authorized by the Virginia General Assembly. DMAS is unable to add services to awaiver

without prior authorization from the Virginia General Assembly.
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J. Noticeto Tribal Gover nments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CM S at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:
|Bevan |
First Name:
[ann |
Title:
[Director, Division of Developmental Disabilities and Behavioral Health I
Agency:
|Vi rginia Department Medical Assistance Services I
Address:
600 East Broad Street |
Address 2:
City:
[Richmond
State: Virginia
Zip:
23219
Phone:
[(804) 588-4887 | Ext] |1 v
Fax:
|(804) 371-4986 |
E-mail:

|ann.bevan@dmas.vi rginia.gov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:
Last Name:

|DeStefano |

First Name:

|Nico|e |
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Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

|Director, Waiver Operations I

|Virgi nia Department of Behavioral Health and Developmenta Services I

[1220 Bank Street |

|Ri chmond

Virginia

23218

[(804) 971-6383 | Ext] |1 v

[(804) 692-0077 |

|ni cole.destefano@dbhds.virginia.gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to
amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
V1 of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature:

Submission Date:

Nichole Martin

State Medicaid Director or Designee

Jul 31, 2023

Last Name:

First Name:

Title:

Agency:

Address:

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

|R0berts |

|Chery| |

[Medicaid Director I

|Department of Medical Assistance Services I
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600 E Broad st |
Address 2:
I I
City:
|Richmond |
State: Virginia
Zip:
[23219 |
Phone:
[(804) 786-8099 | Ext: | |L 7y
Fax:
[(804) 452-5468 |
E-mail:

Attachments cheryl.roberts@dmas.virginia.gov

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[] Replacing an approved waiver with thiswaiver.

[] Combining waivers.

[ Splitting one waiver into two waivers.

[] Eliminating a service.

[] Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[ Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[] Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

This amendment limits Skilled Nursing to 21 hours per week. This changeis necessary to clearly delineate it from the Private
Duty Nursing service.

Support Coordinators shall discuss the limit of skilled nursing hours with impacted individuals. There are currently O individuas
on the Family and Individual Supports waiver who are authorized for more than 21 hours aweek of Skilled Nursing service.

Should an individual on the Family and Individual Supports waiver indicate an interest or express a need for more than 21 hours
of Skilled Nursing service, Support Coordinators shall offer Private Duty Nursing services to individuals. Individuals who meet
this need shall be encouraged to request service authorization for Private Duty Nursing at the beginning of their new annual plan
period to mitigate any possible disruption in services and to ensure the continuing health and safety of the individual.
Individuals who request Private Duty Nursing services that are denied shall be notified of their right to appeal and provided
details on how to request a Fair Hearing.

Attachment #2: Home and Community-Based Settings Waiver Transition Plan
Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMS for instructions before completing thisitem. This field describes the status of a transition process at Otg/elacl)lzrgzlg
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time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in thisfield may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

08/14/2023
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The Virginia Department of Medical Assistance Services (DMAS), the state Medicaid authority, and Department of Behavioral
Health and Developmental Services (DBHDS), the operating agency for the waiver, have worked together to develop a
Statewide Transition Plan (STP). The STP outlines the status and needed actions to bring waiver services and providers into
compliance with CMS' s HCBS settings requirements. Virginiareceived initial approval from CMSfor its STP in December
2016. This plan includes assessments and proposed actions for both agencies, aswell as al affected providers. Virginiaisin the
process of updating its STP based on feedback and guidance from CM S to address outstanding questions, needed clarifications
and provide an updated timeline. Activities supporting the state’ s effort to transition to compliance include:

1) mandatory provider self-assessment of compliance completed by 98% of providers and over 3,000 settings;
2) validation of provider organizational compliance underway;

3) new providers reviewed for HCBS compliance prior to enrollment with DMAS as a Medicaid provider;

4) development of compliance resources & tools for stakeholders, individuals and families.

Virginiaisintent on fully meeting CM S transition expectations through its comprehensive assessment of compliance status of

current settings, robust and meaningful remediation strategies and transparent and interactive public comment and stakeholder
involvement. Virginia's current DD waiver system is experiencing significant transition in response to a Department of Justice
Settlement Agreement. The extended assessment timeframe has enabled Virginia to conduct its comprehensive assessment and
align remediation strategies with new service definitions, rules, regulations, policy and systems re-design.

Residential services & supports: It has been determined that there are both settings that fully comply with the HCBS settings
reguirements and that do not comply and will require modifications. It is expected that remediation strategies will bring the
majority/all settingsinto compliance.

Consistent with CM S guidance, Virginiais presuming that individuals own home/family home complies with the HCBS settings
reguirements and therefore these settings are not being assessed. Each setting is integrated with full access to the community, is
chosen by the individual, ensures an individual’ s right to privacy, dignity, respect, and freedom from coercion and restraint,
optimizes individual initiative, and facilitates individual choice. Group home, sponsored residential and supported living settings
are being assessed and compliance status validated.

Group Day Services: It has been determined that there are both settings that fully comply with the requirements and settings that
do not comply and will require modifications. It is expected that remediation strategies will bring the majority/all settingsinto
compliance.

Group Supported Employment/Community-based work crew or enclave: It has been determined that there are both settings that
fully comply with the requirements and settings that do not comply and will require modifications. It is expected that
remediation strategies will bring the majority/all settings into compliance.

DBHDS devel oped a settings checklist that was distributed to all DBHDS-licensed providers of DD waiver residential and day
support services, aswell as DD waiver providers of group supported employment. The checklist was accompanied by an
overview of the CMS Final Rule, including alink to the CM Stoolkit website, and guidance information to assist the provider
with understanding the intent of the requirements being evaluated in order to accurately complete of the checklist. The checklist
was designed to help providers determine areas in which their setting(s) meet or require improvement in order to comply with the
settings provision of the Final Rule. This checklist and accompanying guidance document incorporate all of the elements
pertinent to settings, elements of the “ Guidance on Settings that Have the Effect of Isolating Individuals Receiving HCBS from
the Broader Community,” aswell as referring providers to the questions in the “ Exploratory Questionsto Assist Statesin
Assessment of Residential Settings.” Additional provider education webinars and materials were devel oped and distributed. A
companion guide was developed to be used with as a side by side tool with the completion of the provider self-assessment in the
fall of 2017. This self-assessment was completed by 98% of current providers and over 3,000 settings. A database with provider
self-assessment responses and evidence is being maintained by the state for self-assessment validation.

Monitoring activities will help to ensure the provider self-assessment is accurate and settings do ultimately fully comply. Those
providers found not to be in compliance with elements of the HCBS regulations will receive technical assistance from DHBDS
staff. In addition, providers were sent a detailed break-down of the elements of the settings regulationsin a planning tool format
in order to encourage further initiation of the activities that will bring all into compliance and highlight the need for technical
assistance.

Most settings impacted by the Final Rule (particularly those settings involving provider-owned or controlled residential settings)
are licensed by DBHDS.

08/14/2023
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All providers licensed by DBHDS must comply with DBHDS Office of Human Rights regulations. DBHDS completed a cross-
walk assessment of its current Human Rights regulations to the Final Rule in the spring of 2014. The current Human Rights
regulations were found to be consistent with and supportive of the Final Rule elements.

DMAS DD waiver regulations will require revision to place a greater emphasis on ensuring that individuals receiving HCBS
have the same degree of access to an integrated community life asindividual s not receiving Medicaid HCBS. Needed revisions
to regulations will help to ensure that all HCBS, including day services, are integrated and meet settings requirements.

The state has worked to develop:

*Develop cross agency subject matter expertise on the final rule and the transition plan;

*Ensure a collective understanding and consistent interpretation of requirements, transition plan milestones and guidance
documents;

* Advise and support the education and training of professionals, providers and stakeholders;

*Ensure a cohesive and broadly represented approach toward compliance, monitoring and capacity issues; and,

* Ensure successful achievement of desired outcomes and full compliance with the HCBS final rule settings requirements.

Provider Sanctions and Disenrollment
Provider Enrollment & Licensing

The development of the compliance & monitoring team represents the state’ s intention to oversee, support and monitor full
compliance with the settings requirements of the HCBS regulations. The team is empowered to:

* Provide technical assistance on the final rule including documentation for exceptions;

 Review and comment on devel oped materials and resources;

* Provide recommendations and assist with the development of solutions and implementation of strategies aimed at achieving
desired outcomes,

* Oversee development and implementation of a communications strategy for providers, individuals and families regarding
needed changes; and,

* Report to state leadership on the status of compliance.

* DBHDS Community Resource Consultants will be available to provide consultation to those providers that wish to comply, but
are struggling with implementation.

* DMAS Long-Term Care Quality Management Review (QMR) staff will provide additional technical assistance and guidanceto
providers. QMR staff will provide technical assistance and guidance related to ensuring that the setting as a whole is complying
and that the quality of Medicaid waiver participants experiences with receipt of services are comparable to those not receiving
Medicaid funded HCBS. Thiswill occur primarily through review of provider records for waiver participants and documentation
to support any individually assessed restrictions that may be in place per the individual’ s person-centered service plan.

« Office of Licensing staff will be able to assess and ensure that the provider implements and complies with the settings
reguirements also offering technical assistance, guidance and resources.

Provider Sanctions and Disenrollment

Providers not currently meeting the settings requirements will be asked to regularly report on the status of their compliance with
the requirements through the compl etion of follow-up self-assessments. Those provider agencies that do not comply will receive
aletter notifying them that they will likely forfeit their Medicaid Waiver provider status and be disenrolled. Providerswill then
have several choices. Providers may exercise the option to voluntarily terminate their Medicaid provider agreements. Providers
whose self-assessment reveals issues that are not resolvable, may choose to relocate to settings that will enable them to more
easily comply. In such instances, support coordinators/case managers working with individual s whose providers statusis
anticipated to change, will notify individuals receiving services and their families, as appropriate, of the provider’s status and
anticipated disenrollment/relocation date. The case manager and or support coordinator will work with the provider, individual,
and family as appropriate, to ensure smooth transition to a setting that complies with the Final Rule. For providers who wish to
maintain their Medicaid agreements, DBHDS will make every effort to assist them in coming into full compliance with the final
rule, with mandatory disenrollment as an action of last resort. The provider sanctions and disenrollment process has been built
into the final DMAS DD Waiver regulations and may be implemented as needed.

Provider Enrollment & Licensing

Virginia has devel oped and operationalized procedures to validate conformance with settings requirements into existing
processes for provider enrollment and licensing. The developed and implemented changes have been designed to ensure that, as
new providers enroll and are licensed, they fully meet the settings requirements. Efforts occurring within the state to increase

provider capacity, although not part of this Transition Plan, will continue throughout the transition period.
08/14/2023
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Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

08/14/2023
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Regarding the use of telehealth for identified activities of services: Since the COVID-19 pandemic, higher rates of use of
telehealth have become standard across many elements of the healthcare and behavioral health practices. The addition of
telehealth options to some Virginia Waiver servicesis not intended to supplant community integration, but rather to complement
it. The ability for individualsto connect with providers via HIPAA compliant remote platforms offers the opportunity to prepare
and/or plan for community integration opportunities in secure and lower stress environments. The servicesthat serve a
community integration purpose are not eligible for 100% telehealth delivery.

Providers opting to render services via atelehealth model remain mandatory reporters for abuse, neglect and/or exploitation.
They are required to intervene if any possibility of harm to the individua is suspected.

Enrolled VA Medicaid providers are required to render services that meet all state and federal requirements including HIPAA.
The Virginia Department of Medical Assistance Services (DMAS) Provider Application v1.2 states " The provider agreesto
comply with the regulations of the Health Insurance Portability and Accountability Act of 1996 (HIPAA)."

Recommend adding the following language to the Additional Information section via Appendix A to address all concerns
collectively.

Services that permit telehealth as a delivery option in the Family and Individual Supports Waiver include: Group Day; In-Home
Support, [Individual and Group] Supported Employment. Service Facilitation, Benefits Planning, Community Coaching,
Community Engagement, Community Guide, Individual/Family Caregiver Training, Peer Mentoring, Therapeutic Consultation,
and Workplace Assistance.

“Telehealth services' means the use of telecommunications and information technology to provide access to health assessments,
diagnosis, intervention, consultation, supervision, and information across distance for both medical and behavioral health
services. Telehealth services includes the use of such technologies as interactive and secure medical tablets, remote patient
monitoring, and store-and-forward technol ogies. When delivering services viatelehealth, providers are required to adhere to the
same standards of clinical practice and record keeping that apply to other covered services. providers must assure the same
rights to confidentiality and security as provided in face-to-face services. Providers must ensure the individual’ s informed
consent to the use of telehealth and advise members of any relevant privacy considerations. Providers shall maintain appropriate
documentation to support medical necessity for the service delivery model chosen, as well asto support medical necessity for the
ongoing delivery of the service through that model of care.

Applicableto al services with atelehealth option:

Justification for telehealth being an appropriate service delivery modality isto be included in the state’ s person-centered service
plan. Thejustification should assess and document the individual’ s ability to be supported effectively via atelehealth model.
The support coordinator/case manager will complete an attestation form [at least] annually. It isto be signed off on by all
parties: theindividua and/or legal decision maker; any relevant provider offering telehealth services for the individual; and the
support coordinator/case manager. The attestation form verifies the individual has selected telehealth for the delivery of services
and is appropriate for the individual. As appropriate, the support team will evaluate the individual’s overall progress on
identified goals and determine if telehealth delivery is having an impact on progression. Providers are to have information
available for the individual and/or unpaid caregiver on how to access and utilize their telehealth platform. Specific adaptive
needs may be assessed and potentially addressed using the Assistive Technology benefit of the waiver, provided al appropriate
criteriaapply. Waiver shall not be authorized for the provision of internet services. The state shall monitor compliance with
these expectations via the approved quality management review process (QMR).

The addition of telehealth options to some Virginia Waiver servicesis not intended to supplant community integration, but rather
to complement it. The ahility for individuals to connect with providers via an approved telehealth platform offers opportunity to
prepare and/or plan for community integration opportunities in secure and lower stress environments. Services that require
community integration as part of their service planning are not eligible for 100% telehealth delivery. The state acknowledges
that telehealth does not substitute for in-person health and welfare guards. Providers opting to render services viatelehealth
model remain mandatory reporters for abuse, neglect, and/or exploitation. They are required to intervene if any possibility of
harm to the individual is suspected.

Group Day Services:

Not all Group Day allowable activities easily translate to atelehealth model. The following allowable activities are ones that

may be applicable and may be incorporated into revised Plan For Supports depending on individuals' specific needs and desired
08/14/2023
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outcomes. Providerswill only be permitted to perform the allowabl e activities for the service billed through telehealth that are
appropriate, as defined by the state Medicaid office (DMAYS).

» Developing skills as needed in positive behavior, using community resources, community safety and positive peer
interactions, forming community connections or relationships.

» Developing problem-solving abilities, sensory, gross and fine motor control abilities, and communication and personal care
skills.

* Monitoring the individual’ s health, emotional, and physical condition.

» Supporting older adultsin participating in meaningful alternative day activities in their communities.

» Providing safety supports.

e Career planning and resume devel oping based on career goals, personal interests, and community experiences.

» Telehealth delivery for group day will be limited to groups of three individuals or less and authorization for virtual services
shall be limited to 20 hours per week.

» Thegroup day service should not disrupt the lives of othersin the residence nor unnecessarily intrude upon their privacy.

In-Home Supports:

Theindividuals receiving In-Home services live independently, with roommates or with their families. DMAS, in concert with
the DBHDS Office of Licensing, is allowing In-home Support servicesto be delivered viatelehealth. This allows servicesto
continue to be provided remotely in the home setting in order to support individuals in remaining independent and ensure
continuity of care, aswell asincreasing monitoring of vulnerable individuals' health and safety. Additional documentation in the
record and changes to the Plan for Supports will be required in order to deliver the services viatelehealth. The Plan for Supports
must be updated to reflect those allowable activities that will be conducted specific to telehealth delivery and submitted with a
reguest for service authorization. Additionally, documentation must indicate which activities were delivered viatelehealth, as
well astheindividual’s willingness and ability to participate in telehealth supports and services.

Community Engagement/Community Coaching:

For situations in which Community Coaching and/or Community Engagement are delivered viatelehealth to individualsin their
homes, a new Plan for Supports reflecting the new activities, the accompanying schedule, and a detailed method of service
delivery must be submitted for service authorization. In all situations, the Plans for Supports must reflect those allowable
activities that are conducted. Additionally, documentation must reflect these new activities and the service delivery method, as
well astheindividual’ s willingness and ability to participate in telehealth supports and services. A Community Engagement or
Community Coaching staff member would be expected to guide individual s through I T support, the development of online social
skills, building relationship bridges through socia exchanges, coordinating planning of resources and supplies, etc. The CE or
CC provider would be expected to ensure that the individual agrees to receive the service(s) in that location and that the
residential setting agreesto both allow the provider access and the schedule of services.

The following information below consists of additional information for Appendix H.

Appendix H: Quality Improvement Strategy (2 of 2)

H-1: Systems |mprovement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes) prompted as
aresult of an analysis of discovery and remediation information

Mortality Review Committee (MRC)

In addition to the QRT-related activities described above, at least annually, the MRC conducts atrend analysis of mortality data
to identify patterns at the individual service-delivery and system levels. The MRC reportsits findings to the QIC and the
DBHDS Commissioner for further assessment and recommendations.

Case Management Steering Committee (CM SC)

The CM SC is responsible for monitoring case management performance across responsible entities to identify and address risks
of harm, ensure the sufficiency, accessibility, and quality of case management services to meet individuals' needsin integrated

settings, and evaluate data to identify and respond to trends to ensure continuous quality improvement. The CMSC may
08/14/2023
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contribute to the development of remediation strategies for the QRT PM related to QSR reviews.

The CMSC ensures that the CSBs receive their case management performance data semi-annually at a minimum and produces a
semi-annual report to the QIC on the findings from the data review with recommendations for system improvement. The CMSC
report includes an analysis of findings and recommendations based on review of the information from case management
monitoring/oversight processes, including data from the oversight of OL, QMR, CSB Case Management Supervisors Quarterly
Reviews, CQI retrospective reviews, QSRs, and Performance Contract Indicator data.

Key Performance Areas (KPAs) Workgroup

The KPA Workgroup is an internal DBHDS workgroup comprised of three committees charged with organizing the activities of
the various DBHDS quality subcommittee activities across the following established eight domains: physical, mental and
behavioral health and well-being, avoiding crises, stability, choice and self-determination, community inclusion, access to
services, provider capacity, and safety and freedom from harm. The DBHDS quality subcommittees and work groups report on
performance measure indicators (PMIs) that are in alignment with the eight domains reviewed by the DBHDS QIC Risk
Management Review Committee (RMRC)

The purpose of the RMRC is to provide ongoing monitoring of serious incidents and allegations of abuse and neglect, aswell as
analysis of individual, provider, and system level datato make recommendations to promote health, safety and well-being of
individuals. As a quality subcommittee of the QIC, the RMRC establishes uniform risk triggers and thresholds, implements
processes to investigate reports of serious incidents, and identifies remediation steps. The RMRC develops and implements
uniform risk identification and management tools used as a remediation strategy for PMs related to risk assessment and risk
mitigation.

Appendix H Quality Improvement Strategy

The Commonwealth’s Quality Improvement Strategy under the waiver’s assurances is founded in the principles of Continuous
Quality Improvement and the design, discovery, and remediation cycle. The approach utilizes review of evidence to identify
areas of need, attempts to pinpoint the reasons for low performance, and devel op interventions aimed at correcting deficienciesin
amanner that promotes full community participation and engagement, while balancing the health, safety, well-being, and quality
of care of individualsin services.

In operationalizing the Quality Improvement Strategy, each of the above-mentioned departmental entities draw from their
combined evidence from reviews and subject matter expertise to address system gaps that |ead to low performance and propose
solutions to address these areas. These departmental entities function as quality improvement subcommittees, which together
represent a comprehensive view of the quality of servicesin the Commonwealth. Each quality improvement subcommittee
reports on targeted performance measure indicators (PMI’s), which allow for tracking the efficacy of preventative, corrective and
improvement initiatives, and are used to prioritize quality improvement initiatives within the state. The PMI’s are aligned with
the performance measures under the waiver assurances and used to ensure consistency and accountability of performance
statewide. All DHBDS quality improvement subcommittees are overseen by the QIC, which provides cross-functional, cross-
disability data and triage to the quality subcommittees. The QIC works within an ongoing organizational strategic quality
improvement plan that serves as amonitoring and evaluation tool for the state. The state’s quality improvement framework
within DBHDS oversees the various quality initiatives of the quality subcommitteesto ensure all are working together to support
the quality assurance priorities of the Commonwealth directed by the QIC.

Communication with Stakeholders

Information about recommended systems changes and their outcomes are communicated to stakeholders through a variety of
forums, including quarterly RQC meetings, QIC meetings, quarterly Settlement Agreement Stakeholder meetings, as well as
annual quality improvement reports posted on the DBHDS website. Several of these also offer stakeholders the opportunity to
express their concerns and suggestions to DBHDS.

The QRT also prepares an End of Y ear Report regarding compliance levels with the waiver PMs. The CSBs are required to
review the report and provide comments back to DBHDS regarding their related QI plans, aswell as provide suggestions to the
QRT for systemic improvements. The QRT reviews these suggestions and discusses ways to implement them. The End of Year
Report is made available to the public on the DBHDS website.

Continued from 12A

Rates for Community Guide and Employment and Community Transportation services followed a similar process as the overall
rate setting methodology as described above except that there was not a provider survey (because the services are new, there was
nothing to survey).

Similar to other DD services, Virginia devel oped the Community Guide, Peer Mentoring Supports, and Community
Transportation using independent rate models. These models reflect the costs that provider face in delivering these services. The

models account for various costs, including:
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« Thewage of the direct support professional

» Benefitsfor the direct support professional

» The productivity of the direct support professional (to account for non-billable responsihilities)

» Other direct care costs, such as transportation and program supplies

» Agency overhead costs

» Programmatic factors that affect per-person costs, such as staffing ratios

For Employment and Community Transportation, the state researched public and private transportation costs for various regions
throughout the state. Transportation optionsincluded: bus, “Dial A Ride”, Metrorail (Northern Virginia), taxi, and Uber. The
research analyzed peak and non-peak fares for senior/disabled individuals, along with regular fares. The findings from this
research were incorporated into this rate model.

The rate models for Community Guide, Peer Mentoring Supports, and Community Transportation are fully funded.

For Benefits Planning services, the waiver has adopted the rates paid by the Commonwealth’ s vocational rehabilitation program
for the same services.

Benefits Planning consists of four categories. Pre-employment benefits review, Work Incentives Development or Revision,
Resolution of SSA benefitsissues, and Other services. There are atotal of 17 allowable activities that are encompassed within
the overall four categories. A person-centered plan is developed and based on the individual's needs and hours for each activity
authorized. The service isreimbursed based on asingle hourly rate.

1. The State intends to utilize hourly units of service. All service areas have the same hourly rate. The annual limit for services
is $3,000 per year. The services will be authorized and reimbursed based on the person-centered planning process used to
determine the activities needed and corresponding service hours.

2. Reimbursement may occur upon completion of each unit hourly unit of service.

CUSTOMIZED RATE:

For Supported Living, In-Home Support services, Community Coaching, and Group Day, DBHDS has established a framework
for the establishment of customized rates for individual s requiring more support than assumed in the rate model to which they
would otherwise be assigned. In particular, the standard fee-for-service rate models for these services are predicated on specific
assumptions regarding the qualifications of direct care staff, the level of staffing, and programmatic oversight. If an individual
reguires a greater level of support than assumed in order to prevent placement in an institutional setting or out-of-state or due to
documented behavioral or medical needs, that individual may request a customized rate. The customized rates rely on the same
framework as the standard rates, but are customized to meet the individual’ s needs. For example, for an individual who requires
more intensive staffing, the greater number of hours are substituted for the standard assumption in the rate model and priced at
the same hourly cost of direct support professional wages and benefits. A similar approach is employed for individuals who need
staff with greater training or greater programmatic oversight.

Thereisasmall cohort of individuals (particularly individuals being discharged from the Training Center who are extremely
medically fragile and/or behaviorally challenged), for whom customized rates for this service will be necessary.

These extremely medically fragile and/or behaviorally challenged individuals are those whose support needs place them in levels
six or seven but who have a higher level of need than will be accommodated by the tier four rates, aswell as any individua for
whom it is determined that the only other resource isto be served out of state, in a state operated mental health or DD facility, or
in amore restrictive environment. They are identified as those who require greater support in order to find in-state providers
willing to serve them. These individuals' nheeds outweigh the resources provided within the current waiver rate structure. Their
needs may warrant:

*Moreintensive staffing than assumed in the standard rate (this could be more one-to-one oversight in aresidential setting, one-
to-one support in aday habilitation program, or two-to-one staffing in home-based and community settings)

*More highly qualified staff (termed ‘specialized’ staff) that has more training, a higher level of certification (such as a certified
nursing assistant), etc.

*More ‘ program support’ funding (specifically designed to meet the needs of the individual) than assumed in the rate models for
residential services only; this funding could include more oversight from a nurse or behaviorist, or other supports necessary to
maintain the placement.

Individuals with extraordinary behavioral needs are defined as individuals who threaten the safety of staff and others around

them, require increased staffing to immediately address behavioral incidents, require direct 1:1 or 2:1 intervention to mitigate
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harm to themselves, others, property, or prevent serious incidents in the community to preclude police involvement and/or arrest.
Often, these individuals' challenging behaviors are triggered spontaneously, necessitating providers to staff individuals at 1:1 or
2:1 (depending on the severity of the behavior) for some or al of the day. Other individuals require constant supervision to
mitigate the frequency of these very challenging behaviors. Individuals who have a high frequency of such behaviors will
routinely require additional hours of 1:1 or 2:1 supports. Thislevel of staff intervention allows for appropriate supervision both
in the home, aswell asin the community to prevent and/or reduce social isolation. Shared staffing ratios in these more unique
cases (as typically occur in group homes and day services) often do not provide adequate oversight as staff is required to work
directly with such individuals to prevent, mitigate, or respond immediately to behavioral incidents, while another staff protects
othersin the areato ensure all individuals in the setting are safe. 1n addition, the supervision and oversight required by more
experienced/highly trained direct support staff requires clinical professionals who are themselves more highly trained and
experienced than is routinely expected/present in these service settings.

Medically, an individual may require 1:1 or 2:1 staff support when he has a health history or recent health complication that puts
him at risk for acute medical complications resulting in hospitalization or death. For example, an individual may require 1:1
during meal time due to severe risk of aspiration; another may require 2:1 during transfers due to a combination of illnesses such
as dementia and osteoporosis, resulting in an increased risk of falling that is so high that he may sustain a fracture or head injury.
In an effort to fully integrate individual s with severe medical conditions into the community, increased staff are provided during
transition periods to prevent emergency medical activities. Staff may require more frequent or intensive training to have the
skills needed to perform more challenging health supports such astotal persona care and the implementation of nursing
delegated tasks. Licensed professionals may need to provide additional supports outside of waiver funding to protect a person’s
health and safety such as facilitating hospital admissions and discharges, interfacing with the hospital team and providing
generalized staff training on skills not covered by typical staff training programs.

SERVICES THAT MAY QUALIFY FOR A CUSTOMIZED RATE:
A. Supported Living - completed

B. In-Home Support services - completed

C. Community Coaching - completed

D. Group Day —completed

CUSTOMIZED RATE DETERMINATION:

DBHDS will review an application for each individual for whom a provider requests a customized rate to determine if:

a. Theindividual has exceptional medical support needs that outweigh the resources provided within the current waiver rate
structure and/or

b. Theindividual has exceptional behavioral support needs that outweigh the resources provided within the current waiver rate
structure

AND

c. Theindividua requires higher level staffing ratios of 1:1 or 2:1 to ensure the safety of the individual and others around them
and/or

d. Theindividual requires higher credentialed staff to ensure proper supports are given and/or

e. The program budget reflects a need for increased programmatic costs based on submitted budget template.

As part of the review process, DBHDS will determine any and all providers/resources that are available in the state to support the
individual. If it is determined that the individual cannot be served by other providers within the state or is being required to move
to amore restrictive setting such as an institution to secure a service that could be provided within an individual’ s current
community setting given sufficient funding, this information will be reviewed to further validate the need for a customized rate.
DBHDS has devel oped a customized rate review team comprised of developmental disability subject matter expertsto include a
registered nurse and behavioral specialist. The team will review applications to determine if a customized rate is appropriate
based on the below listed criteria

Provider adequately proves through documented protocols, Individualized Support Plans, quarterly reports, and application
submission that:

1. Theindividual has exceptional support needs that outweigh the current waiver rate structure in either medical, behavioral or
both and requires a staffing ratio of 1:1 or higher for all or some of their daily support needs

Or

2. Theindividual requires more highly qualified staff to safely and effectively provide direct supports

Or

3. Theindividual requires increased programmatic oversight defined as oversight that is provided by highly qualified staff

(Bachelors level or higher) that requires a higher level of expertise than routinely required.
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For individualsin levels 6-7:

The DBHDS customized rate review committee will meet upon application submission to review the submitted criteria. Subject
matter experts in both medical and behavioral will determine if the need for a customized rate exists. After the determination is
made, the rate model will be used to determine the rate approved.

For some services (In home residential, community coaching, group day) the customized rate team only needs to determine if the
individual is approved for a customized rate and the model will output a standard rate applicable to all individuals approved.

While other services (Supported living) the customized rate review team must determine the number of hours of additional 1:1,
2:1, specialized staffing requirements or programmatic oversight approved, then input into the rate model at which point the
model will output arate specific to the individual.

Once approved, DBHDS will make all necessary notifications of either approval or denial, enter the approved rate into WaM$S,
and notify the individual/provider of their appeal rights.

For individualsin level 1-5:

If the individual for whom the provider is requesting a customized rate falls within levels 1-5, a second level review will occur in
which acommunity resource consultant (CRC) will contact the provider to conduct site visit/review. The purpose of this review
isto assure that current services are being maximized, and that all community resources and supports have been explored.
Following the site visit, the CRC can:

(1) Movethe individua’s application to the Customized Rate Review Committee (CRRC)
The CRC will move the application directly to the CRRC when it is determined that al waiver and community services are being
maximized and it is determined that a customized rate may be appropriate.

Or

(2) Movethe individua’s application to the Regional Support Team (RST) process

If theindividual isreferred to the RST, the RST will review the individual to determine if other providers and/or resources are
available to adequately support the individual under the current rate structure. Thisis considered as a second level verification
based on the information collected at the site visit.

Or

(3) Deny the individual (s) a customized rate.

If the CRC determines that services are not being maximized, the CRC will work with the provider to better utilize current
services, however, theindividual will not move forward to the CRRC

For specialized staff, DBHDS has specified wage levels that are to be used when approving customized rates. In particular, the
wage assumption for these staff is set at 115 percent of the wage assumption for the ‘ standard’ assumed wage for the applicable
service. Other assumptions (benefits and productivity for direct care staff, agency overhead — except when a variable program
support is negotiated for residential services, etc.) are the same as in the standard rate model for the applicable service.

A provider requests a customized rate to deliver more intensive staffing, more highly qualified staff, and additional program
support. For residential services, the amounts that are agreed to by DBHDS are input into an Excel-based workbook that
calculates the resultant rate for the individual. In particular, DBHDS can specify additional staffing levels, the use of
‘specialized’ staff (the wages for whom are priced at 115 percent of the wage for ‘standard’ staff), and the total amount of
program support specifically designed to meet the unique needs of the individual. Other costsin the rate — such as mileage and
administration — are fixed at the same amounts in the underlying rate model for the applicable service.

Customized rates for In-Home Residential, Community Coaching, and Group Day are actually fixed based on region (Northern
Virginia/ Rest of State), staffing ratio (one-to-one or two-to-one), and staff qualifications (‘ standard’ or * specialized’). These
rates were constructed by making relevant adjustment to the underlying rate model for the applicable service.

All individuals approved for a customized rate, regardless of service type will be reviewed at |east annually. Providers will be

reguired to complete a new customized rate application and submit updated/recent supporting documentation at the time of the
review.
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Waiver Amendment Effective November 11, 2023

A public comment period for the proposed amendment was made available from June 27, 2023 to July 27, 2023. Tribesin
Virginiawere also notified of these renewals on June 1, 2023 with arequest for any comments. The following tribes were
notified: Pamunkey Indian Tribe, Chickahominy Indian Tribe, Monacan Indian Nation Inc., Nansemond Indian Tribe,
Rappahannock Tribe, and Upper Mattaponi Tribe. No comments were received.

DMAS provided notice of public comment through an online notification posted to the agency's website for the duration of the
thirty day period. The waiver application with amendments were available for public viewing on the DMAS agency website
along with how to submit questions and/or comments viathe Virginia Town Hall website, email, fax, and mail.

DMAS &l so solicited public comment in the Richmond Times-Dispatch, both the print edition and online through the
newspaper's website. The print solicitation was published in the newspaper on Sunday, July 2, 2023. The online solicitation ran
on the Richmond Times-Dispatch website from Sunday July 2, 2023 through Tuesday, July 11, 2023. Instructions were provided
both print and online on the methods to submit questions and comments as well as direct link to the waiver applications available
on the DMAS website.

DMAS received atotal of 293 comments during the public comment period. The comments were able to be broken down into
the following categories:

1. The overwhelming majority of the comments pertained to the state's proposed action to allow legally responsible individuals
to provide paid persona attendant care in the Family and Individual Supports Waiver. Commonly cited concerns were raised
regarding the 40-hour limitation and rules regarding the Employer of Record (EOR) in the Consumer-Directed model, with early
comments pointing out language that would have restricted all relatives from being the EOR. Some comments indicated general
opposition to the proposal as burdensome or restrictive, while others showed general support to allow legally responsible
individuals to continue to be paid to provide personal care/personal assistance.

DMAS Response: DMAS devel oped a factsheet to address these concerns and has posted the factsheet on the Waivers page at
the start of the public comment period (https://dmas.virginia.gov/for-providers/long-term-care/waivers/). In developing the rules
to allow legally responsible individuals to be the paid personal assistant, DMAS considered the CM S requirements of defining
extraordinary care, responding to possible conflict of interest, ensuring that services are adequately provided and billed, and
establishing that such a provision of servicesisin the waiver individual's best interests. During the comment period, when it was
realized of the language that the EOR would not be permitted to be any relative, DMAS updated the application and fact sheet to
revisethat error.

2. A handful of comments were focused on items not being affected by the waiver amendment, such as other services, asking for
coverage or increased rates. One comment requested changes to technical language throughout the applications.

DMAS Response: DMAS started these amendments with the intent of a narrow scope to ensure a continuity of the provision to
compensate legally responsible individual s to provide the personal care/personal assistance service with the approaching end of
the state’s Appendix K flexibilities. Technical changes to language throughout the application will be added in afuture
amendment. DMAS is also unable to add new services or increase rates to services without state legislative authority.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

O Thewaiver isoperated by the state Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

O TheMedical Assistance Unit.

Specify the unit name:
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(Do not complete item A-2)
O Another division/unit within the state M edicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).

® Thewaiver is operated by a separ ate agency of the state that isnot a division/unit of the M edicaid agency.

Specify the division/unit name:
Department of Behavioral Health and Developmental Services, Division of Developmental Services

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

Asindicated in section 1 of thisappendix, the waiver is not operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:
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DMAS isresponsible for appeals, conducting quality management reviews, contract monitoring of service
authorization, paying provider claims and completing federal reports, including the demonstration of cost
effectiveness. DMAS and DBHDS work together to develop provider rates and ensure budget monitoring and
accountability. DBHDS has an active role in the development and recent redesigning of the waiver, development
of provider (policy) manualsand regulations, development of state plan amendments, |eadership of advisory
groups of stakeholders, development of provider communications and official memoranda and responses to the
public and legislators about concerns regarding the waiver, dot distribution and service authorization procedures
and functions. DBHDS also manages the related waiting list and distributes slots to CSBs, performs service
authorization activities for the waiver and provides training, technical assistance and consultation.

The DMAS-DBHDS Interagency Agreement further describes and emphasizes the roles and responsihilities of the
two agencies. It isreviewed annually and updated to ensure it reflects the current arrangement and is modified if
changes or additions are needed.

DBHDS, the operating agency, is the Commonwealth's single state agency for public mental health,
developmental and substance abuse services. As the agency responsible for the daily policy development and
management of the Family and Individual Support Waiver, the Interagency Agreement lists DBHDS's
responsibilities as:

1) DBHDS will certify to DMAS for purposes of provider enrollment the licensing status of programs and
services licensed by DBHDS, as needed.

2) DBHDS will actively participate in and advise DMAS as DMAS devel ops new managed care projects that
include or affect any Medicaid-reimbursed behavioral health, developmental disability, or substance use disorders
services.

3) Subject to review and approval by DMAS, DBHDS may subcontract services to other qualified organizations.

4) The DBHDS Licensing Office will inform DMAS when negative action, such as sanctions or license
revocations, have been initiated.

5) DBHDS will serve as an expert witness, as needed, in provider and client appeal cases.
6) DBHDS will provide data on aroutine basis and as needed to respond to reporting requirements of CMS.

7) DBHDS shall maintain alisting of providers licensed by DBHDS on their website.

8) DBHDS will coordinate with the CSBs to obtain information as needed by DMAS for approval or denial of all
out-of -state placements recommended by DBHDS.

9) DBHDS shall manage daily operations and recommend design changes to the waiver for individuals with 1/DD,
with review and final approval by DMAS.

10) DBHDS shall develop regulations, policy, procedures, provider memoranda, State Plan Amendments, and
CMS Waiver applications and subsequent amendments for the waivers for individuals with 1/DD, with the input,
review and final approval and submission by DMAS to the appropriate federal and state authorities.

11) DBHDS shall manage the waiver waiting lists and distribute slots to the Community Services
Boards/Behavioral Health Authorities (CSBs) according to established criteria, procedures and CM S approved
waiver applications. DBHDS shall develop a consistent set of guidelines to be applied statewide for slot
assignment by the CSBs. DBHDS will monitor the assignment of slots by the CSBs necessary to comply with
CMS requirements defined in the waiver.

12) DBHDS shall address questions and concerns from the public or legislators regarding waivers and slot
distribution.

13) DBHDS will convene and serve as lead of advisory committees that pertain to these waivers.
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14) DBHDS shall conduct the training, and provide the technical assistance, and consultation on these waivers
and waiver-related services, and participate in training with DMAS.

15) DBHDS shall collaborate with DMAS in the development of the budget and agency funding priorities.
DMAS shall provide data as needed to support this function and actively participate in the development process.

16) DBHDS shall include in its budget priorities and budget proposals funding for Waiver slots and Waiver
program services.

17) DBHDS and DMAS shall perform quality management review functions to assure compliance with CMS
waiver requirements and jointly meet as mutually agreed to review findings and recommend program
enhancements.

18) DMAS shall provide for payment of claims that meet all necessary criteriafor payment of services.
19) DMAS shall conduct reviews of waiver operations consistent with waiver application and Medicaid
regulations. Review may include Quality Management Reviews, Utilization Review and monitoring of the

agreement.

20) The State-designated agency or its contractor shall perform prior authorization for the waivers for individuals
with I/DD.

21) The two agencies will meet the performance measures and assurances as set forth by CMS for waiver
applications that are operated by DBHDS.
According to the same Interagency Agreement, DMAS, the single state agency maintains the following

responsibilities for the administration of Medicaid-funded programs:

1) DMASwill develop and maintain the State Medical Assistance Plan, which is approved by the Centers for
Medicare and Medicaid Services (CMS).

2) DMAS shall complete federal quarterly and other reports, including the demonstration of cost effectiveness and
outcome measure reporting, for CMS. DMAS shall provide DBHDS sufficient notice of its need for information,

provide review and comment by DBHDS and supply to DBHDS copies of reports made pursuant to this section.

3) DMAS will submit approved waiver documents and State Plan Amendments relating to waiversto CMS,
following review and comment by DBHDS, with afinal copy to DBHDS.

4) DMAS will participate in the development and review of and have final approval authority for all revisions
made to policies, provider manuals, regulatory packages, State Plan Amendments, or amendments to the Code of

Virginia.

5) DMAS shall review, sign, and send Medicaid memorandato DBHDS to assure individuals and providers are
informed as needed.

6) DMAS will pay valid provider claims submitted by qualified providers for covered services.

7) DMAS will collaborate with DBHDS in devel oping budget proposals and submissions and requests for funding
in the Governor’s budget for covered services.

8) DMAS has theright to terminate or retract payment to a provider due to licensing, health and safety issues or
quality management or utilization review findings.

9) DMAS will respond to the public and legislators regarding claims processing and any other functions that are
carried out solely by DMAS and over which DMAS has final authority.
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10) DMAS will maintain provider agreements with community services boards and other providers and ensure
that all providers meet applicable qualifications and render covered services to Medicaid-enrolled individuals.
DMAS will notify DBHDS of providers of the services.

11) DMASwill notify the DBHDS, Office of Developmental Services and Office of Licensing for providers
licensed by DBHDS, when significant quality of careissues are identified or when DMAS has a reasonable basis
for believing that a provider is experiencing significant financial difficulties.

12) DMAS will receive and manage provider and client appeals and provide DBHDS copies of appeal decisions.

13) DMAS will keep DBHDS informed of changes in missions and policies of DMAS and CMS, forward related
communications with CMSto DBHDS and facilitate regular collaborative discussions with DBHDS and CMSto
ensure compliance with state and federal statutory and regulatory requirements.

14) DMAS will participate as requested in advisory groups of stakeholders.

15) DMAS shall serve asthe lead for all of out-of-state waiver placements, in accordance with approved
regulations, policies and procedures.

16) DMAS and DBHDS shall place on their respective web sites provider manuals, links to the other agency’s
website and any other information and documents needed by Medicaid providers.

17) DMAS shall provide information and datato DBHDS as needed to ensure the ability of DBHDS to carry out
its responsihilities as outlined below.

18) DMAS will be responsible for provider rate-setting in consultation with DBHDS for rates under the DD
waivers. DMASwill provide notice to providers about DD waivers rate changes. Final determination of all DD
waivers rates paid remains with DMAS.

19) As needed and/or requested, DMAS shall, in collaboration with DBHDS, monitor the costs associated with
the DD Waivers to ensure that the services provided remain cost effective.

20) DMAS will monitor prior-authorizations conducted by the State-designated agency or its contractor for
criteriaapplication, entry into Virginia Medicaid Medical Management System (VaMMIS) and processing time.
DMAS will provide DBHDS a summary of findings and collaboratively work with DBHDS to correct any
identified issues.

The two agencies work collaboratively to resolve issues that arise and require final approval by DMAS. DMAS
provides guidance and oversight of DBHDS activities via joint operations meetings where issues are discussed
and resolved. These meetings include collaborative efforts to develop performance measures, monitor progress
toward those meeting those measures and identify barriers to completion. This group also identifies issues that
may need to be addressed through the waiver, regulations or policy and procedure manuals.

DMAS and DBHDS staff also meet quarterly as a Quality Review Team (QRT) to review data, survey results
and information used to monitor progress toward meeting CM S assurances and take steps to conduct remediation
whereit isindicated. The QRT also identifies trends and areas where systemic changes are needed to collect new
data and information or improve its quality.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operationa and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
® ves Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6..
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Virginia DMAS contracts with other entities to perform the following roles:

1) Provider Enrollment Services for completion of provider enrollment, execution of provider agreements and
management of the VirginlaMES/MMIS. Information on their services can be found at
www.virginiamedicaid.dmas.virginia.gov.

2) Fiscal/Employer Agent (FEA) for fiscal management services (FMS) for consumer-directed services. Additional
information can be found at www.virginiamedicaid.dmas.virginia.gov.

O No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

O Not applicable

®© Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and compl ete items A-5 and A-6:

The three main functions of the waiver administration and operation performed in part by the local Community
Services Boards/Behavioral Health Authorities (CSBs) include:

1) Fecilitating individual waiver enrollment;

2) Conducting the level of care evaluation; and

3) Coordinating the development of Individual Support Plans prior to service delivery.

These functions are completed by case managers/support coordinators employed or contracted by the CSBs as
part of their Virginia statute dictated role as the single point of entry into the publicly-funded mental health,
developmental, and substance abuse service system. In addition, these three functions are validated by DBHDS
staff, who receive and review summaries of these elements from the CSBS/BHA s as part of the individual
enrollment and service authorization processes, according to the DMAS-DBHDS Interagency Agreement. All
of these functions are subject to review by the state Medicaid Agency through routine Quality Management
Reviews.

CSBsare single or multiple jurisdictional entities established by local governments pursuant to section 37.2-
500 or 37.2-600 of the Code of Virginiaand are under the control of local elected officials (city council and
board of supervisors members who establish the CSB, approve its annual "performance contract” with DBHDS
and appoint CSB board members.) The performance contract with which each CSB enters with DBHDS is for
the purpose of funding services provided directly or contractually by the CSB in a manner that ensures
accountability to DBHDS. It also ensures quality of services for individuals and implements the vision
(articulated in DBHDS State Board Policy 1036, the DBHDS Vision Statement) of an individual-driven system
of services and supports. This contract defines requirements and responsibilities for the CSB and DBHDS such
as the scope of services to be provided, the population to be served, resource management, board
responsibilities, state Department responsihilities, reporting requirements and dispute resol ution.

DMAS additionally maintains a provider agreement with each CSB to support the provision of the above listed
(and other) case management/support coordination functions.

[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereis acontract between the Medicaid agency and/or the operating agency
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(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsibilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM'S upon request through the Medicaid agency or
the operating agency (if applicable).

Foecify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

The Virginia Department of Medical Assistance Services (DMAS) maintains responsibility for assessing the performance
of contracted entities for the Fiscal/Employer Agent (fiscal management services) and provider enrollment. DMAS aso
provides oversight of the MES/IMMIS. DMAS employs contract monitors to oversee the daily administrative operations
of these contracted entities and to provide periodic evaluation of the outcomes and deliverables (described in the next
section.)

Asoutlined in the Code of Virginia, the DBHDS functions as the state authority for the public mental health,
developmental, and substance use services system; and Community Services Boards and the Behavioral Health
Authorities (CSBs) function asthe local authorities for that system. The relationship between and the roles and
responsibilities of the Department and CSBs are described in applicable provisions of the Code of Virginia, State Board
of Behaviora Health and Developmenta Services policies, and the community services performance contract negotiated
annually by the DBHDS with each CSB. DBHDS and CSBs enter into the performance contract to fund services
provided directly or contractually by the CSBsin amanner that ensures accountability to DBHDS and quality of care for
individuals receiving services and implements the DBHDS vision of a system of services and supports driven by
individuals receiving services that promote self-determination, empowerment, recovery, resilience, health, and the
highest possible level participation by individuals receiving servicesin all aspects of community life, including work,
school, family, and other meaningful relationships.

The performance contract requires that the CSB address and report on performance expectations and goals as part of the
Continuous Quality Improvement Process supported by the Department. The CSB must report required data to the
DBHDS about the demographic characteristics of individuals receiving services and the types and amounts of servicesit
provides. The contract requires the CSB to account for all services, revenues, expenses, and costs accurately and submit
reports to the Department in atimely manner.

For its part, the DBHDS dishurses state general funds to each CSB subject to the CSB’s compliance with the provisions
of the performance contract. The DBHDS provides guidance, direction, and technical assistance to CSBs, licenses and
monitors CSBs and other providers, and has the authority under the contract to utilize a variety of remedies, including
requiring a corrective action plan, delaying payments, and terminating all or part of the contract, to assure CSB
compliance with the contract.

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:
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DMAS isresponsible for the assessment of performance of all contracted entities and interagency agreements that
perform waiver operational and/or administrative functions. Medicaid agency employees are assigned the duties of
contract monitor to oversee and ensure the performance of the contracted entities and complete an evaluation every six
months. Contract monitors are responsible for:

1) Coordinating and overseeing the day-to-day delivery of services under the contract, including assurance that
information about the waiver is given to potential enrollees; that individuals are assisted with waiver enrollment; that
level of care evaluations are completed; that waiver requirements are met according to the individual support plan; and
that prior authorization is conducted in accordance with review criteria and approved procedures;

2) Ensuring that services are delivered in accordance with the contract and that deliverables are in fact delivered;

3) Approving invoices for payment in accordance with the terms of the contract;

4) Completing and submitting a semi-annual report to the DMAS Contract Officer;

5) Reporting any delivery failures or performance problems to the DMAS Contract Officer; and

6) Ensuring that the contract terms and conditions are not extended, increased, or modified without proper authorization.

The evaluation measures include:

1) Has the contractor/agency complied with all terms and conditions of the contract/agreement during the period of this
evaluation?

2) Have deliverables required by the contract/interagency agreement been delivered on atimely basis?

3) Has the quality of services required by the contract/interagency agreement been satisfactory during the evaluation
period?

4) Arethere any issues or problems you wish to bring to management’ s attention at this time?

5) Do you need assistance in handling any issues or problems associated with the contract/interagency agreement?

6) From an overall standpoint, are you satisfied with the contractors/agency's performance?

In addition, DMAS oversees DBHDS as the operating agency, through annual monitoring of the interagency agreement,
program and financial audits, ongoing quality management reviews and quarterly meetings of agency staff in the form of
operational monitoring. In addition the DMAS-DBHDS Quality Review Team (QRT) meets quarterly to review dataon
the performance of providers, performance deficiencies, select remediation strategies, and determine the impact of
implementing such strategies on individual issues and the overall system. The functions of the QRT are described fully in
Appendix H.

DMAS reviews audit findings and corrective action plans to ensure that any deficiencies identified are remediated.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8§431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policies related to the

function.
Function Medicaid | Other State Operating Contrgcted L ocal Nqn-State
Agency Agency Entity Entity

Participant waiver enrollment
Waiver enrollment managed against approved limits |:| D
Waiver expenditures managed against approved levels L] L] L]
Level of careevaluation ]
Review of Participant service plans L]
Prior authorization of waiver services L]
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Function Medicaid | Other State Operating Contrgcted L ocal Nqn-State
Agency Agency Entity Entity
Utilization management ] ] ]
Qualified provider enrollment L] L]
Execution of Medicaid provider agreements L] []
Establishment of a statewide r ate methodology ] ]
g;\:?n?:gﬁ]ejwp;s;ed;r:;z?: information development ] []
Quality assurance and quality improvement activities L] []

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid

Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States

methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered by

the waiver

= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze

and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions

drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

3. Number and percent of slots allocated to CSBsin accordance with the standard,
statewide slot allocation process. N: # of dotsallocated statewide according to the
standar dized process D: # of dotsallocated statewide.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

DBHDS reportsfor sot allocation

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):
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[ state Medicaid [T weekly 100% Review
Agency
Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ Stratified
Specify: Describe Group:
Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

L] Other

Page 32 of 338
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

Specify:

Per formance M easur €

1. Number and percent of satisfactory M edicaid-initiated operating agency and contractor

evaluations. N: # of satisfactory Medicaid-initiated operating agency and contractor

evaluations. D: Total # of M edicaid-initiated operating agency and contractor evaluations.

Data Sour ce (Select one):

Provider performance monitoring

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
LI other LI Annually L stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

Other
Specify:

every 6 months

Data Aggregation and Analysis:

Page 33 of 338
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure;

2. Number and percent of DBHDS provider memorandums pertaining the waiver approved
by DMASprior to being issued by DBHDS. N: # waiver provider memorandumsissued by
DBHDS that were approved by DMAS prior to beingissued D: Total # of waiver provider
memor andumsissued by DBHDS.

Data Sour ce (Select one):
Operating agency performance monitoring
If 'Other’ is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid [ weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ Other [ Annually [ Stratified
Specify: Describe Group:
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Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:

Page 35 of 338

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on

the methods used by the state to document these items.
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DMAS meets with the operating agency (DBHDS) quarterly (in the context of the Quality Review Team mesting)
and as needed to review performance and discuss how problems identified will be remediated. Follow-up letters
are sent by DMAS and reports are requested on the status of remediation and individual problems. DMAS may
provide training and technical assistance to ensure problems that have identified are resolved.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis
(check each that applies):

Responsible Party(check each that applies):

State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-

operational.
® No

O ves
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing

identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals

served in each subgroup:

Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit

[l Aged or Disabled, or Both - General
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Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
L] Aged ]
] Disabled (Physical)
] Disabled (Other)

[l Aged or Disabled, or Both - Specific Recognized Subgroups

] Brain Injury

[] HIV/AIDS

] M edically Fragile

] T echnology Dependent

Intellectual Disability or Developmental Disability, or Both

IAutism

Developmental Disability

Intellectual Disability
[ Mental llIness

[] Mental IlIness []

[] Serious Emational Disturbance

HIREEERNNNERENE
HIRERERENRARENE

b. Additional Criteria. The state further specifiesits target group(s) as follows:

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

® Not applicable. Thereisno maximum age limit

O Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Soecify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

® No Cost Limit. The state does not apply anindividua cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Institutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
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that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

The limit specified by the stateis (select one)

O A level higher than 100% of theinstitutional aver age.

Specify the percentage:lzl

O Other

Specify:

O |ngtitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services

furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Soecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the stateis (select one):
o Thefollowing dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

O The following percentage that islessthan 100% of the institutional average:

Specify percent:lzl

O other:

Specify:
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Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Iltem B-2-aand thereis a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

[] The participant isreferred to another waiver that can accommodate the individual's needs.

[ Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

[] Other safeguard(s)

Specify:

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CM S to modify the
number of participants specified for any year(s), including when amodification is necessary due to legislative
appropriation or another reason. The number of unduplicated participants specified in thistableis basis for the cost-
neutrality calculationsin Appendix J;

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 5033
Year 2 5033
Year 3 5033
Year 4
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Waiver Year Unduplicated Number of Participants

5033

Year 5 5033

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin thisway: (select one)

O The state does not limit the number of participantsthat it servesat any point in time during a waiver
year.

® The state limitsthe number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1 5033
Year 2 5033
Year3 5033
Year 4 5033
Year S 5033

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

¢. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
experiencing acrisis) subject to CMSreview and approval. The State (select one):

O Not applicable. The state does not reserve capacity.

® Thestatereserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:

Purposes

Facility Reserve

Waiver Movement and Emergencies

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

Fecility Reserve
Purpose (describe):
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To enable individuals to transition from an ICF-11D,SNF, or other ingtitutional setting to the community in
compliance with requirements of the 2012 Settlement with the U.S. Department of Justice.

All waiver participants enrolled in the waiver have comparable access to al services offered in the waiver.
Describe how the amount of reserved capacity was deter mined:

Slots for facility downsizing are funded by the Virginia General Assembly according to the
Commonwealth's Settlement Agreement with the US Department of Justice.

DMAS, in consultation with DBHDS, have requested Virginia General Assembly funding for slotsin each
of the reserve dots categories (emergency, reserve, and facility) based on afraction of their actual usage.

The capacity that the Statereservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Year 5

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for |ookup):

Waiver Movement and Emergencies

Purpose (describe):

Because the Commonwealth's three waivers for persons with DD (the Community Living, the Family and
Individual Supports and the Building Independence waivers) all support individuals who access them from
the same statewide waiting list, it is highly desirable for individuals on one of the three waivers not to have
to wait to access awaiver with adifferent focus and set of services. Therefore, having a pool of reserve
slotsis desirable so that individuals already receiving services in one of the other two DD waivers who
experience a change in their assessed needs may move seamlessly to the Community Living waiver when
needed.

This set of reserve slots will also provide a safety net to individuals who move from the Community
Living waiver to one of the other two DD waivers That way individuals who find that their "new waiver"
does not meet their needs as originally thought can return to the original (Community Living) waiver if
needed.

Some of these slots will be used as emergency capacity slots for individuals who are either on the
statewide waiver waiting list or are previously unknown to the DD system to ensure their health and saf ety
in an emergency situation (e.g., being homeless or facing imminent homelessness). These emergency slots
will be made available to individuals experiencing emergencies on afirst come-first served basis.

Describe how the amount of reserved capacity was deter mined:
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The reserved capacity was determined by the amount of reserved waiver dots allocated by the Virginia
Genera Assembly.

DMAS, in consultation with DBHDS, have requested Virginia General Assembly funding for slotsin each
of the reserve dots categories (emergency, reserve, and facility) based on afraction of their actual usage.

The capacity that the State reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved

Year 1

Y ear 2

Y ear 3

Year 4

Year 5

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

® Thewaiver isnot subject to a phase-in or a phase-out schedule.

O Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix

B-3. Thisschedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Sdect one:

O waiver capacity is allocated/managed on a statewide basis.

® waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity
and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:
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Virginia currently has awaiting list for waiver services for individuals with DD. With theinitiation of itsthree
amended waivers, this statewide, needs-based waiting list will consist of individuals grouped according to priority of
needs. The overall, statewide waiting list is managed by the VirginiaDBHDS.

When at least 40 new waiver slots are funded by the General Assembly, one slot will be allocated to each

CSB. Additional slots, up to the total number of available slots for a given waiver, will be allocated to CSBs for
individuals living within that CSB’ s catchment area based upon a weighted formula which will factor the following
objective factors and criteria:

-the region’ s popul ation,

-the percentage of Medicaid eligible individuals in the catchment area, and

-each CSB’ s percentage of individuals on the “Priority One” portion of the statewide
waiting list.

When the General Assembly has approved less than 40 slots for a given waiver, the available dots will be divided
between regions/sub-regions for distribution to the individual (s) in that region/sub-region who are determined to
have the most urgent needs.

Individuals have comparable access to waiver services across the geographic areas served by the waiver dueto the
fact that slots are distributed in the above manner. This ensuresthat individualsin all areas of the state have an
opportunity to receive waiver services, based on the urgency of their need, and areas with a high concentration of
individuals with urgent need receive a greater share of dotsin order to meet those needs. Individuals may receive
walver servicesin any area of the state.

Once allocated to a CSB or aregional/sub-regional group of CSBs, dlots are assigned to individuals based on
priority of need by a group of DBHDS trained, impartial volunteers from the arealregion. These committees, known
as Waiver Slot Advisory Committees (WSACs), review the needs of the highest scoring individuals within that
region/sub-region. The entity which places the individual on the waiting list (i.e., CSB) may not determine who
receives the next available dot.

When more than 40 newly funded slots are available in both the CL and FIS waivers at the same time, those slots
will be allocated to the individual CSB according to the above methodology. Committee members will determine
those in most need of a slot within the CSB based upon the total slots available between the CL and FIS waiver
without knowledge of how many dots per referenced waiver. Once the WSAC has made the selection of individuals,
DBHDS staff will then pair those individuals with the type of waiver slot that will best meet each individual's need
(e.g., individuals with documented needs for aresidential service only available in the CL waiver, such as group
home residential, will be assigned a CL dlot, while individuals seeking supportsin the family or individuals own
home will be assigned a FIS dot).

When awaiver slot becomes available through attrition, that slot must be assigned by the CSB’s WSAC to the
individual who is determined to have the highest priority of need at that timein that CSB’ s catchment area.

If vacated slots cannot be assigned to an individual from the same CSB within 90 days, the slot is released to the
CSBswithin that region for distribution to individual in that region with the highest priority of need. If there should
be no one on the “Priority One” portion of the statewide waiting list within the region, DBHDS will reallocate the
slot to another region or CSB where there is unmet Priority One need.

Just asindividuals retain their waiver slot when they move from one part of the state to another, individuals remain
on the statewide waiting list regardless of movement from areato area within the state.

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:
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Waiver dlot assignment is the pairing of an available (funded) waiver slot with the individual in most urgent need at the
time. The dot assignment process is designed to ensure that the individual with the most urgent need in a particular
locality receives a slot ahead of those with less urgent needs. Only individuals who need waiver services within 30 days
and are at imminent risk of institutionalization will be assigned awaiver slot per 42 CFR 441.302.C.1-3.

Due to the fact that Virginia currently has awaiting list for individuals seeking DD waiver services, individuals who meet
the diagnostic, level of care and financial criteria must also be found to meet criteria for priority of need in order to
receive aslot. This must be documented in the individual's record and a sample of individuals on the waiting list is
reviewed by DMAS Quality Management Review staff during their onsite reviews to assure that the criteriais being
applied correctly.

There will be one waiting list from which individuals are selected for al three waivers. The waiting list will be divided
into three categories: Priority One, Priority Two and Priority Three. Only when all individuals across the state in the
Priority One category have been served may Priority Two (and then Priority Three) individuals access an DD slot.
Individuals who are in the Priority 1 category who are determined to be most in need of supports at thetimeadot is
available are reviewed by the independent Waiver Slot Assignment Committee for the areain which the dot is available.
The individual whose score indicates the highest need as designated by the committee, is offered the available slot. The
committee reviews twice the number of people as available slots.

1. Priority One: individuals determined to meet one of the following criteria and require awaiver service within one year.
a. An immediate jeopardy exists to the health and safety of the individual due to the unpaid primary caregiver having a
chronic or long-term physical or psychiatric condition that currently significantly limits the ability of the primary
caregiver to care for the individual; or there are no other unpaid caregivers available to provide supports;

b. Thereisimmediate risk to the health or safety of the individual, primary caregiver, or other person living in the home
due to either of the following conditions:

(1) Theindividua's behavior, presenting arisk to hisherself or others, cannot be effectively managed even with support
coordinator-arranged generic or specialized supports; or

(2) There are physical care needs or medical needs that cannot be managed even with support coordinator-arranged
generic or specialized supports;

c¢. Theindividual livesin an institutional setting and has a visible discharge plan; or

d. Theindividual is ayoung adult who is no longer eligible for IDEA services and has expressed a desireto live
independently. After individuals attain 27 years of age, this criterion shall no longer apply.

2. Priority Two: individuals meet one of the following criteria and a service is needed in one to five years.

a. The health and safety of theindividual islikely to bein future jeopardy dueto

i. The unpaid primary caregiver or caregivers having a declining chronic or long-term physical or psychiatric condition
or conditions that significantly limit his ability to care for the individual;

ii. There are no other unpaid caregivers available to provide supports; and

iii. Theindividua's skills are declining as a result of lack of supports;

b. Theindividual is at risk of losing employment supports;
c. Theindividual is at risk of losing current housing due to alack of adequate supports and services; or
d. Theindividual has needs or desired outcomes that with adequate supports will result in a significantly improved
quality of life.

3. Priority Three: the individual may not need to access awaiver slot for more than five years as long as the current
supports and services remain.

a. Theindividual isreceiving a service through another funding source that meets current needs;

b. Theindividual is not currently receiving a service but is likely to need a service in five or more years; or

c¢. Theindividual has needs or desired outcomes that adequate supports will result in a significantly improved quality of
life.

Between the three DD waivers, assignment to aslot in the Family and Individual Supports (FIS) waiver will typically
take precedence. Individuals may be considered for aslot in one of the other two IDD waivers based upon the following:
e Theindividua’s needs cannot be met within the FIS Waiver due to the level and intensity of supports required,

e Theindividua is requesting and has a demonstrated need for services which are not available within in the FIS
Waiver, nor can be coordinated with EPSDT (for children), or
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e Theindividua isin an emergency status or found to have the highest priority of need at thetime adot isavailable
and, while the FIS waiver can meet his’her need, the only available slot isin another waiver.

Individuals may request areserve slot in order to transfer to another waiver based upon the following:

e Theindividual desiresto live more independently and shift to a different waiver (i.e., movement from the Community
Living waiver to the FIS Waiver or from either of those to waivers to the Building Independence waiver), or

e Theindividua is confirmed to have imminent increasing support needs and requires more intense services available in
another waiver.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The stateis a (select one):
O 51634 State
O sgl Criteria State
® 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
® No

O Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

[ L ow income familieswith children as provided in 81931 of the Act

[] SSI recipients

Aged, blind or disabled in 209(b) stateswho are digible under 42 CFR 8§435.121
[ Optional state supplement recipients

Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
® o of FPL, which islower than 100% of FPL.

Specify percentage:

[] Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10)(A)(ii)(XII1)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!I1A Basic Coverage Group asprovided in
81902(a)(10)(A)(ii)(XV) of the Act)

[] Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(X V1) of the Act)
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[ Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(¢e)(3) of the Act)

[ Medically needy in 209(b) States (42 CFR §435.330)
[] Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8§435.320, §435.322 and §435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Soecify:

Caretaker relatives specified at 435.110, pregnant women specified at 435.116, and children specified at 435.118.

Coverage for individuals age 19 or older and under age 65 in accordance with 435.119

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® vYes The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.

Select one and complete Appendix B-5.

® Allindividualsin the special home and community-based waiver group under 42 CFR 8435.217

o Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR 8435.217

Check each that applies:

[] A special income level equal to:

Sdect one:

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

[] Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[] Medically needy without spend down in states which also provide M edicaid to recipients of SS| (42
CFR 8435.320, §435.322 and §435.324)

[] Medically needy without spend down in 209(b) States (42 CFR 8435.330)
[] Aged and disabled individuals who have income at:

Slect one:

O 100% of FPL
O o4 of FPL, which islower than 100%.

Specify percentage amount:lZl
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[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive servicesunder thiswaiver)

Soecify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(€), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder 81924 of the Act.

Complete Items B-5-¢ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

® Spousal impoverishment rulesunder §1924 of the Act are used to deter minethe digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

® Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-c (209b Sate) and Item B-5-d)

O use regular post-eligibility rulesunder 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

O Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

b. Regular Post-Eligibility Treatment of Income: SSI State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible.

Appendix B: Participant Accessand Eligibility
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B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR 435.735 for
individuals who do not have a spouse or have a spouse who is not a community spouse as specified in 81924 of the Act.
Payment for home and community-based waiver servicesis reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

o Thefollowing standard included under the state plan

(select one):

O Thefollowing standard under 42 CFR 8435.121
Soecify:

O Optional state supplement standard
o M edically needy income standard

O The special incomelevel for institutionalized per sons

(select one):

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of the FBR, which islessthan 300%

Specify percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:|:|

Oa per centage of the Federal poverty level

Specify percentage:IZI

O Other standard included under the state Plan

Soecify:

O Thefollowing dollar amount

Specify dollar amount:III If this amount changes, thisitem will be revised.
® Thefollowing formulais used to determine the needs allowance:

Specify:
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The basic maintenance needs for an individual are equal to 165% of the SSI payment for one person. Dueto
expenses of employment, aworking individual shall have an additional income allowance. For an individual
employed 20 hours or more per week, earned income shall be disregarded up to a maximum of 300% of SSl;
for an individual employed at least 4 hours but less than 20 hours per week, earned income shall be
disregarded up to a maximum of 200% SSI. If the individual requires aguardian or conservator who charges
afee, the fee, not to exceed an amount greater than 5% of the individual’s total monthly income, is added to
the maintenance needs alowance. However, in no case shall the total amount of the maintenance needs

alowance (basic allowance plus earned income allowance plus guardianship fees) for the individual exceed
300% of SSl.

O Other

Specify:

ii. Allowance for the spouse only (select one):

® Not Applicable

O Thesate provides an allowance for a spouse who does not meet the definition of a community spousein
81924 of the Act. Describe the circumstances under which this allowanceis provided:

Soecify:

Specify the amount of the allowance (select one):

o Thefollowing standard under 42 CFR 8435.121

Specify:

o Optional state supplement standard
©) Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
O Theamount is determined using the following formula:

Soecify:

iii. Allowance for the family (select one):

O Not Applicable (seeinstructions)
O AFDC need standard

® Medically needy income standard
o Thefollowing dollar amount:
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Specify dollar amount:IIl The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine ligibility under the State's approved AFDC plan or the medically
needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O The amount is determined us ng the following formula:

Specify:

O other
Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

® The state does not establish reasonable limits.
O The state establishesthe following reasonable limits

Foecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), acommunity spouse's allowance and afamily allowance as specified in the state
Medicaid Plan. The state must a so protect amounts for incurred expenses for medical or remedial care (as specified
below).

i. Allowance for the personal needs of the waiver participant
(select one):

O sgl standard
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O Optional state supplement standard

o M edically needy income standard

O The special income level for institutionalized persons
Oa per centage of the Federal poverty level

Specify percentage:lzl

o Thefollowing dollar amount:

Specify dollar amount:|:| If this amount changes, thisitem will be revised

® Thefollowing formulais used to deter mine the needs allowance:

Foecify formula:

The basic maintenance needs for an individual are equal to 165% of the SSI payment for one person. Dueto
expenses of employment, aworking individual shall have an additional income allowance. For an individual
employed 20 hours or more per week, earned income shall be disregarded up to a maximum of 300% of SSl;
for an individual employed at least 4 hours but less than 20 hours per week, earned income shall be
disregarded up to a maximum of 200% SSI. If the individual requires aguardian or conservator who charges
afee, the fee, not to exceed an amount greater than 5% of the individual’s total monthly income, is added to
the maintenance needs alowance. However, in no case shall the total amount of the maintenance needs

alowance (basic allowance plus earned income allowance plus guardianship fees) for the individual exceed
300% of SSl.

O Other

Specify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

® Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
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not applicable must be selected.
® The state does not establish reasonable limits,
O The state uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selectionsin B-5-c also apply to B-5-f.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
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O The provision of waiver services at least monthly

®© Monthly monitoring of the individual when services are furnished on alessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

Services must be furnished at least quarterly. Case managers will continue to monitor all individuals
enrolled in the waiver at least monthly. Monthly activity with the enrolled waiver individual is conducted by
the Case Manager, to include a quarterly face to face interaction. Monthly activity includes a contact or
collateral contact such asavisit or phone call to the individual, a family member, provider, physician etc.
The face-to-face contacts must be completed at |east quarterly.

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

O Directly by the Medicaid agency
o By the operating agency specified in Appendix A
® By a gover nment agency under contract with the Medicaid agency.

Foecify the entity:

The CSB case manager (employed by or contracted with a CSB under contract with DMAS) performsthe level of

care evaluation. The selected case manager (CSB or private) performsthe level of care reevaluation. The results of
the eval uation/reevaluation are transmitted to DBHDS for review and confirmation of eligibility.

O other
Soecify:

c¢. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the

educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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For case management services to receive Medicaid reimbursement, the individual employed as a case manager must
have, at entry level, qualifications that are documented or observable to include:

According to Virginia' s State Plan Amendment and regulations for case management delivered to individuals with
intellectual disability, the case manager must possess a combination of intellectual disability work experience and
relevant education that indicates that the incumbent, at entry level, possesses the knowledge, skills, and abilities listed in
this section of the waiver application.

For case management delivered to individuals with a developmental disability other than intellectual disability, the same
sources state that case managers who were hired after September 1, 2016, must possess a minimum of a bachelor's degree
in a human services field or be aregistered nurse.

Case managers hired before September 1, 2016, who do not possess a minimum of a bachelor's degree in a human
servicesfield or are not aregistered nurse may continue to provide support coordination if they are employed by or
contracting with an entity that had a Medicaid provider participation agreement to provide developmental disability case
management prior to February 1, 2005, and the case manager has maintained employment with the provider without
interruption, which must be documented in the personnel record.

Knowledge of

1. Services and systems available in the community including primary health care, support services, digibility criteria
and intake processes and generic community resources;

2. The nature of developmental disabilities, mental illness, substance abuse (substance use disorders), or co-occurring
disorders depending on the individuals served, including clinical and developmental issues;

3. Different types of assessments, including functional assessment, and their uses in service planning;

4. Treatment modalities and intervention techniques, such as behavior management, independent living skills training,
supportive counseling, family education, crisis intervention, discharge planning, and service coordination;

5. Types of developmental disability, mental health, and substance abuse programs available in the locality;

6. The person-centered service planning process and major components of a person-centered support plan;

7. The use of medicationsin the care or treatment of the population served; and

8. All applicable federal and state laws and regulations and local ordinances.

Skillsin

1. Identifying and documenting an individual's need for resources, services, and other supports;

2. Using information from assessments, eval uations, observation, and interviews to devel op person-centered service
plans;

3. ldentifying and documenting how resources, services, and natural supports such as family can be utilized to promote
achievement of an individual's personal life goals; and

4. Coordinating the provision of services by diverse public and private providers.

Abilitiesto

1. Work as team members, maintaining effective inter- and intra-agency working relationships;
2. Work independently performing position duties under general supervision; and

3. Engage in and sustain ongoing relationships with individuals receiving services.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
thelevel of careinstrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
thelevel of careinstrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

08/14/2023



Application for 1915(c) HCBS Waiver: VA.0358.R05.01 - Nov 11, 2023 Page 55 of 338

To ensure that Virginia's home and community-based waiver programs serve only individuals who would otherwise be
placed in an ICF/IID, home and community-based waiver services shall be considered only for individuals who are
eligible for admission to an ICF/IID. For the case manager to make arecommendation for waiver services, waiver
services must be determined to be an appropriate service alternative to delay or avoid placement in an ICF/IID, or
promote exiting from either an ICF/IID placement or other institutional placement.

The“VirginiaIndividual Developmental Disabilities Eligibility Survey” or “VIDES’ is based on the Level of
Functioning Survey and maintains the categoriesin that tool. Therefore, it iscomparableto the LOF. The LOFis
currently used for institutional eligibility. The state administrative code isin the process of being modified in order to
adopt the VIDES for ingtitutional use. Thereis aversion of the VIDES for infants (birth through 2 years of age) and a
version for children (three years through 17 years). The adult version is for those aged 18 and older. The adult and
children’ s versions of the VIDES assess individuals in the areas of health status, communication, task learning,
personal/self-care, behavior, community living, and self-direction skills. Theinfants' version assesses those birth through
2 yearsin the areas of health status, communication, task learning, motor, and social/emotional skills.

e. Level of Carelnstrument(s). Per 42 CFR 8441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

O The sameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

® A different instrument isused to determine the level of care for the waiver than for institutional care under the
state plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

The instrument used to determine the waiver’s level of care (the “Virginia Individual Developmental Disabilities
Eligibility Survey” or “VIDES") was directly derived from the institutional level of care tool (the “Level of
Functioning Survey” or “LOF"). The LOF was developed approximately 30 years ago and contained institutional
language. The language was updated to be community-centric and person-centered. Nearly all young children
(even those without disabilities) would meet the criteria under the LOF; therefore, age appropriate versions were
created for children 3 through 17 (“Children’s VIDES") as well as for infants birth to 3 (Infants' VIDES). Because
of the age of the LOF and the fact that it was originally designed to assess individuals with ID only, elements of self-
determination, which are particularly relevant for persons with non-1D developmental disabilities were not a
component of the instrument. An additional category was added to the adult and children’s versions of the VIDES
regarding self-determination. The overall scoring was adjusted to ensure consistency of results between the VIDES
and LOF. The Commonwealth is currently in the process of promulgating regulations to extend the use of the
VIDES to thosein ICF/1ID settings so that, once again, there will be asingle LOC tool for both waiver and
institutional populations.
f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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A comprehensive assessment process must be completed by the case manager to support the waiver level of care and
determine the individual's need for services and supports provided by the waiver, aswell as the individual's desired
outcomes. Thisinvolves the case manager gathering relevant social, psychological, medical and level of care information
and serves as the basis for the development of the individual support plan.

The case manager shall initially recommend the individual for waiver services after completion of a comprehensive
assessment of the individual's needs and available supports. The comprehensive assessment includes:

a) Relevant medical information based on amedical examination completed no earlier than 12 months prior to the
initiation of waiver services;

b) The assessment that demonstrates the individual's needs for specific services. The assessment must be aDBHDS
approved assessment (currently the Supports Intensity Scale® completed by an independent contractor or other
developmentally appropriate assessment for children) completed no earlier than 12 months prior to enrollment;

¢) TheVIDES (level of care instrument) completed no more than six months prior to enrollment. The CSB determines
whether the individual meets the ICF/IID criteriawith input from the individual, his family/caregiver, as appropriate, and
service/support providersinvolved in the individual's support in the community; and

d) The appropriate diagnostic evaluation that confirms DD. For individuals with an intellectual disability, thisisa
psychological evaluation that reflects the current psychological status (diagnosis), current cognitive abilities, and current
adaptive level of functioning of the individual. For an individual with anon-ID developmental disability, this may take
the form of an evaluation by a physician or other professional licensed to make the determination of developmental
disability as defined by Virginia Code (§ 37.2-100).

The case manager shall complete a reassessment annually in coordination with the individual and his family/caregiver, as
appropriate, and service/support providers. The reassessment shall include an update of the level of care and other
assessment as needed. If warranted, the case manager shall coordinate a medical examination and a psychological
evaluation for theindividual. Theindividual support plan shall be revised as appropriate.

The medical examination must be completed for adults based on need identified by the individual and his
family/caregiver, as appropriate, provider, case manager, or DBHDS staff. Medical examinations and screenings for
children must be completed according to the recommended frequency and periodicity of the EPSDT program.

A new diagnostic evaluation shall be required whenever the individual's functioning has undergone significant change
and is no longer reflective of the past evaluation.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

O Every three months
O Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

® The qualifications of individuals who perform reevaluations ar e the same asindividuals who perform initial
evaluations.

O The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
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to ensure timely reevaluations of level of care (specify):

The State will employ the following procedures to ensure timely reevaluations of level of care:

1. Annual reevaluation is a component part of case management;
2. Case managers must annually report to DBHDS the date each level of care reevaluation is completed and the

categories met; and
3. DMAS Quality Management Review staff will include monitoring of the completion of level of care reevaluations asa

component of their on-site case management service reviews.

Case managers are required to re-evaluate the level of care no more than 365 days beyond the date of the last evaluation.

j- Maintenance of Evaluation/Reevaluation Recor ds. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years asrequired in 45 CFR 892.42. Specify the location(s) where records of evaluations and reevaluations of level of care

are maintained:

Records of evaluations and reevaluations of level of care will be maintained in the following locations for a period of at
least six years:

1. By the case manager (initial evaluations and reevaluations), and
2. By DBHDS (summaries of the results and dates completed for both initial levels of care and reevaluations are

maintained in the electronic waiver management system).

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a

hospital, NF or ICF/I1D.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

2. The number and percent of VIDES (L OC) completed within 60 days of application
for those for whom thereisareasonableindication that services may be needed in the
future. N: # of VIDES completed within 60 days for new applicants D: total # of new
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applicantsfor whom thereisareasonableindication that services may be needed in
thefuture.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Waiver Management System

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

[ state Medicaid LI weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

L1 weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance Measure:

1. Number and percent of all new enrolleeswho have a level of care evaluation prior
toreceiving waiver services. N: # of new enrolleeswho have level of care evaluation

prior toreceiving waiver services D: total # of new enrollees

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Waiver Management System

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

[J state Medicaid LI weekly 100% Review
Agency
Operating Agency | LI Monthly [ |_essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:
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Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
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method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or conclusions drawn, and how recommendations are formulated, where appropriate.

. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

2. Number and percent of VIDES deter minations for which the appropriate number
of criterial were met to enroll or maintain a person in thewaiver N: # of VIDES
determinationsthat usecriteria appropriately to enroll or maintain a person in the

waiver D: total # VIDES formsreviewed

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
[] Other [] Annually Stratified
Specify: Describe Group:
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A
representative
sample(95/5) of
total CL, FIS,
Bl waiver
enrollees.
Using a percent
of the total each
waiver
represents, a
calculation will
be made for the
# of enrollees
to review for
each waiver.

Continuously and [ Other
Ongoing Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency L1 weekly
Operating Agency [] Monthly

[ Sub-State Entity

Quarterly

[ Other
Specify:

[ Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Performance M easure:

1. Number and percent of VIDES deter minationsthat followed the required process,
defined as completed by a qualified CM, conducted face-to-face with individual and
those who know him (if needed). N: # of VIDES deter minationsthat followed the
required process D: total # of VIDES formsreviewed

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach

data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency

[] Operating Agency [ Monthly Lessthan 100%
Review

[] Sub-State Entity [] Quarterly [] Representative

Sample
Confidence
Interval =

LI other L1 Annually Stratified
Specify: Describe Group:

A
representative
sample(95/5) of
total CL, FIS,
Bl waiver
enrollees.
Using a percent
of the total each
waiver
represents, a
calculation will
be made for the
# of enrollees
to review for
each waiver.
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Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

[ Annually

[ Continuously and Ongoing

[] Other
Specify:

Page 64 of 338

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

CSB staff are given a certain number of records for each waiver (representative sample based on the number of
individuals they support on each waiver) to review annually. The form that they must use includes questions from
the performance measures and is located on Survey Monkey. Each quarter, these staff review approximately one
quarter of their total assigned number of records and respond to the questions regarding each record. DBHDS
staff reviews and summarizes the information for inclusion in the quarterly report regarding performance

measures reviewed by DMAS and DBHDS staff.

DMAS and DBHDS have found that thisis an effective means to ensure that CSB supervisordQA staff are
examining individuals' records with an eye to waiver performance measures expectations and providing
feedback/remediation to their staff as needed. For each of the measures reviewed by CSB staff, there istypically
another source of data (e.g., Quality Management Reviews).
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b. Methodsfor Remediation/Fixing I ndividual Problems

. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

For those performance measures initially reviewed by case managers, it is the responsibility of the case
management supervisor or quality assurance staff to address problems related to the VIDES and report their
resolution to the Quality Review Team (QRT) through DBHDS on a quarterly basis. The results of the record
reviews, as well as the actions taken by these staff persons, are reviewed by the QRT for appropriateness.
Inappropriate actions or failure to take action will be referred to DBHDS technical assistance staff to address with
the offender. DBHDS technical assistance staff will contact CSBs demonstrating significant problems complying
with the intent of these assurances. Another possible action isfor DMAS to target agencies with deficiencies for
Quality Management Reviews (QMRS).

DMAS QMR staff who identify problems with VIDES through record reviews will require the case management
provider to submit and follow a corrective action plan. Serious violations (such as missing VIDES) may be
referred to the DMAS Provider Integrity unit for payment retraction.

. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines

When

the State does not have al elements of the Quality Improvement Strategy in place, provide timelines to design

methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
® No
O vYes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix

B: Participant Accessand Eligibility

B-7: Freedom of Choice
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Freedom of Choice. As provided in 42 CFR 8§441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
| dentify the form(s) that are employed to document freedom of choice. The form or forms are available to CM S upon
request through the Medicaid agency or the operating agency (if applicable).

Once the case manager has determined that the individual meets functional and diagnostic criteriafor the waiver (i.e.,
confirmed respectively by the VIDES and a psychological evaluation or other evaluation by a physician or other
professional licensed to make the determination of developmental disability as defined by Virginia Code (8§ 37.2-100, he
or she:

1. Offerstheindividual (and legal guardian or family member/caregiver, as applicable) the choice of waiver or ICH/11D
services. At this same juncture, the case manager informs the individual of the full array of services offered in this
waiver for which he or she is eligible (including both consumer and agency-directed services). The case manager
documents the individual's choice of waiver services or institutional care, as well as the review of all waiver services by
obtaining signatures on the "Documentation of Individual Choice between Institutional Care or Home and Community-
Based Services' form (DMAS 459-C).

If theindividual (and family member/caregiver, as applicable) selects waiver services, confirmation of the completion of
the "Documentation of Individual Choice between Institutional Care or Home and Community-Based Services' formis
submitted to DBHDS for enrollment or placement on the statewide waiting list via the waiver management system. If the
individual (and family member/caregiver, as applicable) selects ICF/11D placement, the case manager assists the
individual with this option.

2. Once adlot has been identified for the individual and he or she has been enrolled into the waiver, the case manager
meets with the individual (and family/caregiver, as applicable), to determine the individual's needs and supports
necessary to provide appropriate services to the individual. At this point, the case manager provides alist to the
individual (and family/caregiver, as appropriate) of the names of all available service providersin the applicable area of
the state, arranges for visits or interviews with the providers, as desired, confirms that any interested provider has a
current DMAS participation agreement to provide the desired service and then documentsin writing the individual's
choice of waiver providers on the "Virginia Home and Community-Based Waiver Choice of Providers' form (DMAS
460). Whileindividuals always have the option to change providersif desired, this form isonly required to be completed
again when new waiver services are initiated or when the individual is dissatisfied with the current provider and the
issues cannot be resolved. Individuals who choose to receive services within an ICH/IID are provided these servicesin-
state if available through private ICH/I1D providers. If ICH/I1D services are not available in-state, the individual hasthe
opportunity to receive servicesin an ICF/11D located out of state.

b. Maintenance of Forms. Per 45 CFR 8§92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for aminimum of three years. Specify the locations where copies of these forms are maintained.

Both the "Documentation of Individual Choice between Institutional Care or Home and Community-Based Services' and
"VirginiaInformed Choice" forms are retained by the case manager for at least six years after the individual’ s final
receipt of service for adults; forms are kept for children until 18 years of age plus six years. These are maintained in the
case managers records/EHR.

Appendix B: Participant Access and Eligibility
B-8: Accessto Servicesby Limited English Proficiency Persons

Access to Services by Limited English Proficient Per sons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):
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Language trand ation services are avail able through a contracted entity, providing interpretation services for 150 different
languages. All forms are available in alternative formats upon request.

Virginia offers any prospective or current Medicaid participants Language Line Solutions servicesto provide over the phone
interpretation services when communicating with DMAS or contracting entities. Applications for benefits ask what language is
spoken so that staff at the Virginia Department of Socia Services are aware this language line may be needed. In addition,
applications for birth certificates to verify identity and citizenship as part of the application for Medicaid benefits, are available
in Spanish from the Virginia Department of Health (VDH) at https://www.vdh.virginia.gov/vital -records/applications-for-a-vital -

record/.

CSBs, the entities responsible for receiving waiver applications, enrolling individuals and communicating with individuals
during the supports planning process are bound by a State Behavioral Health and Developmental Services Board policy which

states:

"It isthe policy of the Board that the Department, state facilities, and CSBs shall provide services to individualsin the public
behavioral health and developmental services system in amanner that is sensitive to their beliefs, norms, values, traditions,
customs, and language regardless of their racial, ethnic, or cultural backgrounds. Consistent with this policy, the Department,
state facilities, and CSBs shall develop mechanisms to facilitate the involvement of the community and individuals receiving
services in the design and implementation of culturally and linguistically appropriate behavioral health and devel opmental

services."

The Virginia Department of Health (VDH) offers Culturally and Linguistically Appropriate Services (CLAS), which helps
organi zations address the cultural and language differences between the people who provide information and services and the

people they serve. Please see the following link for more information: https://apps.vdh.virginia.gov/omhhe/clas/

Appendix C: Participant Services

C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Group Day Services
Statutory Service In-Home Support Services
Statutory Service Individual Supported Employment
Statutory Service Per sonal Assistance Services
Statutory Service Respite Services
Supportsfor Participant Direction Services Facilitation
Other Service Assistive Technology
Other Service Benefits Planning
Other Service Center-based Crisis Supports
Other Service Community Coaching
Other Service Community Engagement
Other Service Community Guide
Other Service Community-based Crisis Supports
Other Service Companion Services
Other Service Crisis Support Services
Other Service Electronic Home-Based Supports
Other Service Employment and Community Transportation
Other Service Environmental Modifications
Other Service Group Supported Employment
Other Service Individual and Family/Caregiver Training
Other Service Peer Mentor Supports
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Service Type Service
Other Service Per sonal Emer gency Response System (PERS)
Other Service Private Duty Nursing
Other Service Shared Living
Other Service Skilled Nursing
Other Service Supported Living Residential
Other Service Therapeutic Consultation
Other Service Transition Services
Other Service Workplace Assistance

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Day Habilitation

Alternate Service Title (if any):

Group Day Services

HCBS Taxonomy:

Category 1

04 Day Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

04020 day habilitation

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Group Day Servicesinclude skill building or supports for the acquisition, retention, or improvement of self-help,
socialization, community integration, employability and adaptive skills. These services take place in nonresidential
settings, separate from the individual’s home. They provide opportunities for peer interactions, community
integration, and enhancement of social networks. Supports may be provided to ensure an individual’ s health and
safety. Skill building is arequired component of this service unless theindividua has a documented degenerative
condition, in which case day support may focus on maintaining skills and functioning and preventing or slowing
regression rather than acquiring new skills or improving existing skills. Group Day Services should be coordinated
with any physical, occupational, behavioral, or speech/language therapies listed in the person-centered plan.

The allowable group day support services are
a. Developing problem-solving, sensory, gross and fine motor, communication and personal care skills;
b. Developing self, social, and environmental awareness skills;

¢. Developing skills as needed in positive behavior, using community resources, community safety and positive peer
interactions, volunteering and educational programs in integrated settings, forming community connections or
relationships;

d. Supporting older adults in participating in meaningful retirement activities in their communities, i.e., clubs and
hobbies; and

e. Career planning and resume devel oping based on career goals, personal interests, and community experiences.
f. Group day services shall be coordinated with the therapeutic consultation plan, as applicable.

Identified activities that are permitted to be performed in either aface-to-face or viaa HIPAA-compliant telehealth
platform are;

a. Developing problem-solving, sensory, gross and fine motor, communication and personal care skills, and

b. Career planning and resume devel oping based on career goals, personal interests, and community experiences.

Transportation isincluded as part of the service. The provider may be reimbursed for the time spent transporting the
individual to community locations as part of waiver billing.

CUSTOMIZED RATE:

Thereisasmall cohort of individuals (particularly individuals being discharged from the Training Center who are
extremely medically fragile and/or behaviorally challenged), for whom customized rates for this service will be
necessary.

These extremely medically fragile and/or behaviorally challenged individuals are those whose support needs place
them in levels six or seven but who have a higher level of need than will be accommodated by the tier four rates, as
well as any individual for whom it is determined that the only other resourceisto be served out of state, in a state
operated mental health or DD facility, or in amore restrictive environment. They are identified as those who
require greater support in order to find in-state providers willing to serve them. These individuals' needs outweigh
the resources provided within the current waiver rate structure. Their needs may warrant:

» Increased staffing ratios, and/or

» Higher credentialed staff, and/or

» Increased programmatic oversight.

Individuals with extraordinary behavioral needs are defined as individuals who threaten the safety of staff and others
around them, require increased staffing to immediately address behavioral incidents, require direct 1:1 or 2:1
intervention to mitigate harm to themselves, others, property, or prevent serious incidents in the community to
preclude police involvement and/or arrest. Often, these individuals' challenging behaviors are triggered
spontaneously, necessitating providers to staff individuals at 1:1 or 2:1 (depending on the severity of the behavior)
for some or all of the day. Other individuals require constant supervision to mitigate the frequency of these very
challenging behaviors. Individuals who have a high frequency of such behaviors will routinely require additional
hours of 1:1 or 2:1 supports. Thislevel of staff intervention allows for appropriate supervision both in the home, as
well asin the community to prevent and/or reduce social isolation. Shared staffing ratios in these more unique cases

08/14/2023



Application for 1915(c) HCBS Waiver: VA.0358.R05.01 - Nov 11, 2023 Page 70 of 338

(astypically occur in group homes and day services) often do not provide adequate oversight as staff is required to
work directly with such individuals to prevent, mitigate, or respond immediately to behavioral incidents, while
another staff protects othersin the areato ensure al individuals in the setting are safe. |n addition, the supervision
and oversight required by more experienced/highly trained direct support staff requires clinical professionals who
are themselves more highly trained and experienced than is routinely expected/present in these service settings.

Medicaly, an individual may require 1:1 or 2:1 staff support when he has a health history or recent health
complication that puts him at risk for acute medical complications resulting in hospitalization or death. For
example, an individual may require 1:1 during meal time due to severe risk of aspiration; another may require 2:1
during transfers due to a combination of illnesses such as dementia and osteoporosis, resulting in an increased risk of
falling that is so high that he may sustain a fracture or head injury. In an effort to fully integrate individuals with
severe medical conditionsinto the community, increased staff are provided during transition periods to prevent
emergency medical activities. Staff may require more frequent or intensive training to have the skills needed to
perform more challenging health supports such astotal personal care and the implementation of nursing delegated
tasks. Licensed professionals may need to provide additional supports outside of waiver funding to protect a
person’s health and safety such as facilitating hospital admissions and discharges, interfacing with the hospital team
and providing generalized staff training on skills not covered by typical staff training programs.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

The service unit isan hour. Group day services, alone or in combination with Community Engagement, Community
Coaching, Workplace Assistance, and/or Supported Employment services are limited to no more than 66 hours per
week.

Support ratios should be based on the activity and the individual’ s needs as determined by the person-centered plan
and limited to aratio of no more than 7 individuals supported by 1 staff person.

When both the individual and the Group Day provider (as agreed upon by all parties) are utilizing telehealth
platforms, the utilization of telehealth shall not exceed 10% of the authorized and billed units per month.

Reimbursements for Group Day services shall not be used to provide Meals as part of this service. Group Day
Services occur one or more hours per day on aregularly scheduled basis for one or more days per week.

Individuals who are receiving this service under a Customized Rate, may, due to extraordinary behavioral needs or
medical needs as listed under Service Definition, be found ineligible from receiving identified activitiesviaa
telehealth platform due to their direct, frequent, and intensive 1:1 or 2:1 staffing needs.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Group Day Services Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
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Service Name: Group Day Services

Provider Category:
Agency
Provider Type:

Group Day Services Provider

Provider Qualifications
L icense (specify):

Group day service providers must be licensed by DBHDS as a provider of
- center-based day support services OR
- non-center-based day support services

Certificate (specify):

Other Standard (specify):

Providers must have a current DMAS Participation Agreement to provide Day Support services. The

provider designated in the Participation Agreement must directly provide the services and bill DMAS for
reimbursement.

Providers must also assure that persons providing group day services have received training in the
characteristics of developmental disabilities and appropriate interventions, training strategies and other
methods of supporting individuals with functional limitations prior to providing waiver services and pass
an objective standardized test of skills, knowledge, and abilities approved by DBHDS that must be
administered according to DBHDS defined procedures.

Verification of Provider Qualifications
Entity Responsible for Verification:

DMAS's Provider Enroliment Unit verifies that the requirements set forth in regulations are met by
service providers.

DBHDS Office of Licensing verifiesthat providers of group day services meet DBHDS licensing
standards.

DMAS Quality Management Review (QMR) staff verifies that staff has received the required training.
Frequency of Verification:

Initially and periodically every two years.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service
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Service:
Residential Habilitation
Alternate Service Title (if any):

In-Home Support Services

HCBS Taxonomy:

Category 1

08 Home-Based Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

08010 home-based habilitation

Sub-Category 2:

Sub-Category 3:

Sub-Category 4

08/14/2023



Application for 1915(c) HCBS Waiver: VA.0358.R05.01 - Nov 11, 2023 Page 73 of 338

In-Home Support services are residential services that take place in the individual’ s home, family home, or
community settings and typically supplement an individual's ability to meet his own needs. In-Home Support
services are designed to ensure the health, safety and welfare of theindividual. These services shall consist of skill-
building, routine supports, general supports, and safety supports, that enable an individual to acquire, retain, or
improve the self-help, sociaization, and adaptive skills necessary to reside successfully in home and community-
based settings. Payment is not to be made for the cost of room and board, including the cost of building
maintenance, upkeep and improvement.

Since the COVID-19 pandemic, higher rates of use of telehealth have become standard across many elements of the
healthcare and behavioral health practices. The addition of telehealth options to some Virginia Waiver servicesis
not intended to supplant community integration, but rather to complement it. The ability for individuals to connect
with providers viaHIPAA compliant remote platforms offers the opportunity to prepare and/or plan for community
integration opportunities in secure and lower stress environments. The services that serve acommunity integration
purpose are not eligible for 100% telehealth delivery.

Each individual and family/caregiver, family, or caregiver shall have a back-up plan for the individual's needed
supports in case the DSP does not report for work as expected or terminates employment without prior notice.
Utilization of telehealth is not considered an appropriate backup plan for purposes of the hands-on components of
this service.

The allowable activities are:

1) Skill-building related to personal care activities (toileting, bathing, and grooming; dressing; eating; mobility;
communication; household chores; food preparation; money management; shopping, etc.);

2) Skill-building related to the use of community resources (transportation, shopping, dining at restaurants,
participating in social and recreational activities, etc.);

3) Supporting the individual in developing the ability to replace challenging behavior with positive, accepted
behavior for home and community environments, for example (not all inclusive):

- Developing acircle of friends;
- Handling social encounters with others; or
- Redirecting challenging behavior.
4) Monitoring health and physical conditions and providing supports with medication or other medical needs;
5) Providing supports with personal care, ADLs, and use of community resources, for example (not all-inclusive):
- Completing personal care or mealtime tasks when physically unable to do so; or

- Completing daily tasks, such as laundry, meal preparation, using the bank, or other tasks essential to the
individua’s health and welfare.

6) Supporting with transportation to and from community resources; and
7) Providing safety supports to ensure the individual’ s health and safety.

In-home Support services include the expectation of the presence of a skills development (formerly called training)
component, along with the provision of supports, as needed.

Allowable activities may be conducted in either aface-to-face or HIPAA-compliant telehealth method of delivery;
however, activities with a hands-on component cannot be performed viatel ehealth.

CUSTOMIZED RATE:
Thereisasmall cohort of individuals (particularly individuals being discharged from the Training Center who are
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extremely medically fragile and/or behaviorally challenged), for whom customized rates for this service will be
necessary.

These extremely medically fragile and/or behaviorally challenged individuals are those whose support needs place
them in levels six or seven but who have a higher level of need than will be accommodated by the tier four rates, as
well as any individual for whom it is determined that the only other resourceisto be served out of state, in a state
operated mental health or DD facility, or in amore restrictive environment. They are identified as those who require
greater support in order to find in-state providers willing to serve them. These individuals' needs outweigh the
resources provided within the current waiver rate structure. Their needs may warrant:

» Increased staffing ratios, and/or

» Higher credentialed staff, and/or

» Increased programmatic oversight.

Individuals with extraordinary behavioral needs are defined as individuals who threaten the safety of staff and others
around them, require increased staffing to immediately address behavioral incidents, require direct 1:1 or 2:1
intervention to mitigate harm to themselves, others, property, or prevent serious incidents in the community to
preclude police involvement and/or arrest. Often, these individuals' challenging behaviors are triggered
spontaneously, necessitating providers to staff individuals at 1:1 or 2:1 (depending on the severity of the behavior)
for some or all of the day. Other individuals require constant supervision to mitigate the frequency of these very
challenging behaviors. Individuals who have a high frequency of such behaviors will routinely require additional
hours of 1:1 or 2:1 supports. Thislevel of staff intervention allows for appropriate supervision both in the home, as
well asin the community to prevent and/or reduce social isolation. Shared staffing ratios in these more unique cases
(astypically occur in group homes and day services) often do not provide adequate oversight as staff is required to
work directly with such individuals to prevent, mitigate, or respond immediately to behavioral incidents, while
another staff protects othersin the areato ensure al individuals in the setting are safe. In addition, the supervision
and oversight required by more experienced/highly trained direct support staff requires clinical professionals who
are themselves more highly trained and experienced than is routinely expected/present in these service settings.

Medically, an individual may require 1:1 or 2:1 staff support when he has a health history or recent health
complication that puts him at risk for acute medical complications resulting in hospitalization or death. For
example, an individual may require 1:1 during meal time due to severe risk of aspiration; another may require 2:1
during transfers due to a combination of illnesses such as dementia and osteoporosis, resulting in an increased risk of
falling that is so high that he may sustain a fracture or head injury. In an effort to fully integrate individuals with
severe medical conditionsinto the community, increased staff are provided during transition periods to prevent
emergency medical activities. Staff may require more frequent or intensive training to have the skills needed to
perform more challenging health supports such astotal personal care and the implementation of nursing delegated
tasks. Licensed professionals may need to provide additional supports outside of waiver funding to protect a
person’s health and safety such as facilitating hospital admissions and discharges, interfacing with the hospital team
and providing generalized staff training on skills not covered by typical staff training programs.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

The unit of serviceisan hour. The hoursto be authorized shall be based on the individual's assessed need.

Utilization of telehealth platforms shall not exceed 20% of authorized and delivered services, except for
circumstances listed below.

Individuals who are receiving this service under a Customized Rate, may, due to extraordinary behavioral needs or
medical needs as listed under Service Definition, be found ineligible from receiving identified activitiesviaa

telehealth platform due to their direct, frequent, and intensive 1:1 or 2:1 staffing needs.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
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[] L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency In-Home Residential Support Staff

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: In-Home Support Services

Provider Category:
Agency
Provider Type:

In-Home Residential Support Staff

Provider Qualifications
L icense (specify):

An agency licensed by DBHDS as a provider of supportive in-home residential services.
Certificate (specify):

Other Standard (specify):

In-home Supports providers must have a signed provider participation agreement with DMAS in order to
provide residential services. The provider designated in the participation agreement must directly
provide the services and bill DMAS for Medicaid reimbursement. Providers that choose to render
allowable activities via telehealth must adhere to the requirements of their provider agreement to meet

all state and federal requirementsincluding HIPAA. The Virginia Department of Medical Assistance
Services (DMAYS) Provider Application v1.2 states "The provider agrees to comply with the regulations
of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).".

Providers must also assure that persons providing In-home Supports have received training in the
characteristics of IDD and appropriate interventions, training strategies and other methods of supporting
individuals with functional limitations prior to providing waiver services and pass an objective
standardized test of skills, knowledge, and abilities approved by DBHDS that must be administered
according to DBHDS' defined procedures.

Verification of Provider Qualifications
Entity Responsible for Verification:

DBHDS Office of Licensing verifies that providers of In-home Supports meet DBHDS licensing
standards.

Frequency of Verification:

The Virginia Department of Medical Assistance Serviceswill verify provider qualifications every two
years
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Supported Employment

Alternate Service Title (if any):

Individual Supported Employment

HCBS Taxonomy:
Category 1: Sub-Category 1:
03 Supported Employment 03010 job development
Category 2: Sub-Category 2:
03 Supported Employment 03021 ongoing supported employment, individual
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Individual Supported Employment services consist of one on one ongoing supports that enable individuals, for
whom competitive employment at or above the minimum wage is unlikely, absent the provision of supports, and
who, because of their disabilities, need supports to work in an integrated setting. Supported employment may
include assisting the individual to locate ajob or develop ajob on behalf of theindividual. Supported employment
is conducted in avariety of settings where persons without disabilities are employed. Supported employment
includes activities needed to sustain paid work by individuals, including supports and training. Personal assistanceis
not a part of individual supported employment.

Supported employment services include ongoing supports to obtain and maintain ajob in competitive, customized
employment, or self employment (including home-based self employment) for which an individual is compensated
at or above the minimum wage, but not |ess than the customary wage and level of benefits paid by the employer for
the same or similar work performed by individuals without disabilities. The outcome of this service is sustained
paid employment at or above minimum wage in an integrated setting in the general workforce, in ajob that meets
personal and career goals.

The allowable activitiesinclude:
1. Vocational/job-related discovery or assessment;
2. Person-centered employment planning which results in employment related outcomes;

3. Individualized job development, with or without the individual present, that produces an appropriate job match
for the individual and the employer to include job analysis and/or job carving;

4.  Negotiation with prospective employers;
5.  On-the-job training in work skills required to perform the job;

6. Ongoing evaluation, supervision, and monitoring of the individual's performance on the job but which do not
include supervisory activities rendered as anormal part of the business setting;

7. Ongoing support services necessary to assure job retention;
8. Supportsto ensure the individual's health and safety;

9. Development of work-related skills essential to obtaining and retaining employment, such as the effective use of
community resources and break/lunch areas and transportation systems; and

10. Staff coverage for transportation between the individual's place of residence and the workplace when other
forms of transportation are unavailable or inaccessible (i.e., time spent transporting).

The following identified activities may be performed in either aface-to-face or viaa HIPAA-compliant telehealth
platform where the I SP clearly identifies the elementsto be delivered viatelehealth:

1. Elements of job-related discovery;

2. Employment planning;

3. Individualized job development;

4. Employment negotiation;

5. Job training;

6. Job retention; and

7. Development of work-related skills.

Theindividual's assessment and individual support plan must clearly reflect the individual's need for employment-
related skill building.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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The service unit for individual supported employment is an hour, not to exceed 40 hours per week. Supported
Employment, alone or in combination with Community Engagement, Community Coaching, Workplace Assistance,
and/or Group day services are limited to no more than 66 hours per week.

Providers for persons eligible for or receiving supported employment services funded under 8110 of the
Rehabilitation Act of 1973 (through DARS) or 88 602(16)(17) of the Individuals with Disabilities Education Act
(IDEA) (through special education services) cannot receive payment for this service through waiver services. The
case manager must assure that supported employment services are not available through these sources and document
the finding in the individual’ s case management record. When services are provided through these sources, the
individual support plan will not include them as a requested waiver service.

When both the individual and the Supported Employment provider (as agreed upon by al parties) are utilizing
telehealth platforms, the utilization of telehealth shall not exceed 10% of the authorized and billed units per month.

Providers shall not submit for reimbursement from DMAS for incentive payments, subsidies, or unrelated vocational
training expenses.

Service Delivery Method (check each that applies):
[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Individual Supported Employment

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Individual Supported Employment

Provider Category:

Agency

Provider Type:

Individual Supported Employment

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Supported employment providers must be a vendor of supported employment services with the
Department for Aging and Rehabilitative Services (DARS).

Supported employment providers must have a signed provider participation agreement with DMASIn
order to provide supported employment services. The provider designated in the participation agreement
must directly provide the services and bill DMAS for Medicaid reimbursement.

All supported employment providers must be CARF accredited. CARF requires that providers have staff
training plans related to the service. For supported employment, this means staff must receive training in
best practice of supported employment practices. The Commonwealth also recognizes certifications
offered by the Association of Community Rehabilitation Educators (ACRE) as well as Certified
Employment Support Professional (CESP) designation.

Verification of Provider Qualifications
Entity Responsible for Verification:

DARS verifies that providers of supported employment services meet criteriato be a vendor through a
recognized accrediting body.
Frequency of Verification:

The Virginia Department of Medical Assistance Serviceswill verify provider qualifications every two
years.

DMAS QMR staff review a sample of supported employment providers annually. Staff may conduct
announced and unannounced onsite reviews at any time.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

Personal Assistance Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4 Sub-Category 4:

Personal assistance services mean direct support with activities of daily living, instrumental activities of daily living,
access to the community, monitoring of self-administered medications or other medical needs, monitoring of health
status and physical condition, and work-related personal assistance. These services may be provided in home and
community settings to enable an individual to maintain the health status and functional skills necessary to live in the
community or participate in community activities.

Each individual and family/caregiver, family, or caregiver shall have a back-up plan for the individual's needed
supports in case the personal assistant does not report for work as expected or terminates employment without prior
notice.

Allowable activities include:

1. Support with activities of daily living (ADLS), such as: bathing or showering, toileting, routine personal hygiene
skills, dressing, transferring, etc.;

2. Support with monitoring health status and physical condition;

3. Support with medication and other medical needs;

4. Supporting theindividual with preparation and eating of meals;

5. Support with housekeeping activities, such as bed making, dusting, and vacuuming, laundry, grocery shopping,
etc.,;

6. Support to assure the safety of the individual;

7. Support needed by the individual to participate in socia, recreational and community activities;

8. Assistance with bowel/bladder programs, range of motion exercises, routine wound care that does not include
sterile technique, and external catheter care when properly trained and supervised by an RN;

9. Accompanying theindividual to appointments or meetings.

The personal assistant may help prepare and accompany the individual to work or post-secondary school and assist
him or her with ADLswhilethe individua is at work or school and upon return home. DBHDS will review the
individual’ s needs when determining the services that will be provided to the individual in the workplace or school.
The assistant may not perform any functions related to the individual completing his or her job or school functions
or for supervision time during work or school.

Individuals are afforded the opportunity to act as the employer in the consumer-direction of personal assistance
services for the waiver. Thisinvolves hiring, training, supervision, and termination of consumer-directed supports
assistants. Individuals choosing to receive services through the consumer-directed model may do so by choosing a
services facilitator to provide the training and guidance needed to be an employer. If the individual is unable to
independently manage his/her own consumer-directed services, afamily member/caregiver or other chosen person
must serve as the employer of record (EOR) on behalf of the individual.

The services facilitator coordinates support activities for those individuals electing consumer-direction of services.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

The unit of serviceisan hour. The hoursto be authorized shall be based on the individual's assessed need.

The services under the Family and Individual Supports Waiver are limited to additional services not otherwise
covered under the state plan, including EPSDT, but consistent with waiver objectives of avoiding
institutionalization.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed 08/14/2023
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Specify whether the service may be provided by (check each that applies):

L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Personal Care Provider
Individual Consumer-Directed Attendant Care

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Assistance Services

Provider Category:
Agency
Provider Type:

Personal Care Provider

Provider Qualifications
L icense (specify):

The following types of providers can deliver personal assistance services:

1. Providerslicensed by DBHDS as a provider of group home residentia services or supportive in-
home residential services.

OR

2. Personal care agencies licensed by the Virginia Department of Health or that have accreditation from
any organization recognized by the CM S for the purposes of Medicare certification.

Licensing requirements for RNs and LPNs are outlined in Chapter 30 of title 54.1 of the Code of
Virginia
Certificate (specify):

Other Standard (specify):
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Personal assistance providers must have a signed provider participation agreement with DMAS in order
to provide personal assistance services. The provider designated in the participation agreement must
directly provide the services and bill DMAS for Medicaid reimbursement.

Providers licensed by DBHDS as a provider of residential services or supportive residential services
must employ a program (residential services) supervisor who will provide ongoing supervision of all
personal assistants and conduct theinitial assessment and subsequent reassessments.

Personal care providers who are licensed by the Virginia Department of Health or have an accreditation
from an organization recognized by CM S for the purposes of Medicare certification must:

a. Employ or subcontract with and directly supervise a RN or a LPN who will provide ongoing
supervision of all personal assistants. RNs must conduct theinitial assessment and subsequent
reassessments,

b. The supervising RN or LPN must be currently licensed to practice nursing in the Commonwealth
and have at least one year of related clinical nursing experience which may include work in an acute care
hospital, public health clinic, home health agency, ICF/IID or nursing facility;

¢. Employ and directly supervise personal assistants who will provide direct support to individuals.
Each assistant hired by the provider shall be evaluated by the provider agency to ensure compliance with
minimum qualifications as required by the DMAS. Each assistant must:

1) Beableto read and write English to the degree necessary to perform the tasks expected;

2) Complete atraining curriculum consistent with DMAS requirements. Prior to assigning an assi stant
to anindividual, the provider agency must obtain documentation that the assistant has satisfactorily
completed this training program. DMAS requirements may be met in one of three ways:

a) Registration as a certified nurse aide;

b) Graduation from an approved educational curriculum which offers certificates qualifying the
student as a hursing assistant, geriatric assistant, or home health aide; or

¢) Completion of provider-offered training, which is subject to approval from DMAS.

3) Bephysically able to do the work; and

4) Have asatisfactory work record, as evidenced by two references from prior job experiences (if
applicable), including no evidence of possible abuse, neglect, or exploitation of aged or incapacitated
adults or children.

Providers must also assure that persons providing personal assistance services have received training in
the characteristics of DD and appropriate interventions, training strategies and other methods of
supporting individuals with functional limitations prior to providing waiver services and pass an
objective standardized test of skills, knowledge, and abilities approved by DBHDS that must be
administered according to DBHDS defined procedures.

Verification of Provider Qualifications
Entity Responsible for Verification:

The Virginia Department of Medical Assistance Servicesisresponsible for the verification of personal
care agency provider qualifications.

DBHDS Office of Licensing verifiesthat providers of DBHDS licensed residential or supportive
residential services meet DBHDS licensing standards.

VDH verifiesthat VDH licensed providers meet VVDH licensing standards.

DMAS Quality Management Review (QMR) staff verifies that staff has received the required training.
Frequency of Verification:

The Virginia Department of Medical Assistance Serviceswill verify provider qualifications every two
years.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Assistance Services

Provider Category:
Individual
Provider Type:

Consumer-Directed Attendant Care

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

For consumer-directed personal assistance services (CD-PA) individuals will hire their own personal
assistants and manage and supervise the assistant's performance. If an individua isunableto direct his
or her own services, an adult family member/caregiver may act on behalf of the individual asthe
employer of record for the assistant.

Personal assistants do not need to be enrolled with DMAS (i.e., have a participation agreement) to
provide consumer-directed PA services.

Personal assistant qualifications include the following requirements. The assistants must:

a. Be 18 years of age or older and possess avalid Social Security number that has been issued by the
Social Security Administration to the person who is to function as the assistant;

b. Be able to read and write English to the degree necessary to perform the tasks expected and possess
basic math skills;

c. Have the required skills and physical abilities to perform the services as specified in the individual's
Plan for Supports;

d. Bewilling to attend training at the individual's and the family/caregiver's, and EOR's, as appropriate,
request;

e. Understand and agree to comply with the DMAS Waiver requirements; and

f. Receive atuberculosis screening according to VDH guidelines.

The CD Personal Assistant must submit to a criminal history record checks for barrier crimes, as defined
in 12V AC30-120-1000, within 15 days from the date of employment. If the individual to be served isa
minor child, consent to a search of the VDSS Child Protective Services Central Registry.

The assistant will not be compensated for services provided to the individual subsequent to the receipt of
arecords check verifying that the assistant has been convicted of crimes described in the Code of
Virginia, §37.2-314, Subsection B, or if the assistant has afounded complaint confirmed by the DSS
Child Protective Services Central Registry.

Verification of Provider Qualifications
Entity Responsible for Verification:
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Theindividual/employer of record is responsible for the verification of

- the employee's skill set,

- the employee's willingness to attend training upon request,

- possession of basic math, reading & writing skills,

- compliance with waiver requirements, and

- receipt of verification of a TB screening according to Virginia Department of Health guidelines.

The Fiscal Management Service (FMYS) is responsible for verifying that
- the empl oyee meets the minimum age requirement,

- the employee possesses avalid SSN,

- the criminal records check/CPS registry check has been completed.
Frequency of Verification:

Initially upon hire.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Respite
Alternate Service Title (if any):

Respite Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
09 Caregiver Support 09011 respite, out-of-home
Category 2: Sub-Category 2:
09 Caregiver Support 09012 respite, in-home
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Respite services are specifically designed to provide temporary, substitute care for that which is normally provided
by the family or other unpaid, primary caregiver of an individual. Services are provided on a short-term basis
because of the emergency absence or need for routine or periodic relief of the primary caregiver. Such services may
be provided in home and community settings to enable an individual to maintain the health status and functional
skills necessary to live in the community or participate in community activities. When specified, such supportive
services may include assistance with IADLSs.

The allowable activitiesinclude:

1) Support with activities of daily living such as: bathing or showering, toileting, routine persona hygiene skills,
dressing, transferring, etc.;

2) Support with monitoring health status and physical condition;

3) Support with medication;

4) Support with medical needs;

5) Support with preparation and eating of meals;

6) Support with housekeeping activities, such as bed-making, dusting and vacuuming, laundry, grocery shopping,
etc.;

7) Support to ensure the safety of the individual;

8) Support needed by the individual to participate in social, recreational, or community activities;

9) Assistance with bowel/bladder programs, range of motion exercises, routine wound care that does not include
sterile technique, and external catheter care when properly trained and supervised by an RN;

10) Accompanying the individual to appointments or meetings.

Respiteis allowed in afamily home, a respite center, or in agroup home for an individual who lives with his family
but is receiving respite in that group home setting. It isnot allowed in a group home for aresident of that group
home, an ICF/1ID, or anursing home.

Individuals are afforded the opportunity to act as the employer in the consumer-direction of respite services. This
involves hiring, training, supervision, and termination of consumer-directed supports assistants. Individuals
choosing to receive services through the consumer-directed model may do so by choosing a services facilitator to
provide the training and guidance needed to be an employer. If the individual is unable to independently manage
hig’her own consumer-directed services, or if the individual is under 18 years of age, he/she must an adult family
member/caregiver or other chosen person serve as the employer of record (EOR) on behalf of the individual.

The services facilitator coordinates support activities for those individuals electing consumer-direction of services.

FFP is not claimed for the cost of room and board.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Respiteis limited to 480 hours per individual per year.

Respite assistance shall not include either practical or professional nursing services or those practices regulated in
the Nurse Practice Act. This service shall not include skilled nursing services with the exception of skilled nursing
tasks that may be delegated.

Respiteis allowed in afamily home, arespite center, or in agroup home for an individual who lives with his family
but is receiving respite in that group home setting. It is not allowed in a group home for aresident of that group
home, an ICH/I1D, or anursing home.

Individuals who receive personal care from alegally responsible individual (spouse or parent of the minor waiver
individual). shall not be authorized for the respite service, since the legally responsible individual, as primary
caregiver, is paid.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Consumer-Directed Respite Care Assistant
Agency Respite Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Services

Provider Category:

Individual

Provider Type:

Consumer-Directed Respite Care Assistant

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Respite assistants do not need to be enrolled with DMAS (i.e., have a participation agreement) to
provide consumer-directed respite services.

Respite assistant qualifications include the following requirements. The assistants must:

a. Be 18 years of age or older and possess avalid Social Security number that has been issued by the
Social Security Administration to the person who isto function as the assistant;

b. Be able to read and write English to the degree necessary to perform the tasks expected and possess
basic math skills;

c. Have the required skills and physical abilities to perform the services as specified in the individua's

Plan for Supports;
d. Bewilling to attend training at the individual's and the family/caregiver's, and EOR's, as appropriate,
request;

e. Understand and agree to comply with the DMAS requirements; and
f. Receive atuberculosis screening according to VDH guidelines.

The CD respite assistant must submit to acriminal history record checks for barrier crimes, as defined in
12 VAC 30-120-1000, within 15 days from the date of employment. If the individual to be servedisa
minor child, consent to a search of the VDSS Child Protective Services Central Registry.

The assistant will not be compensated for services provided to the individual subsequent to the receipt of
arecords check verifying that the assistant has been convicted of crimes described in the Code of
Virginia, 837.2-314, Subsection B, or if the assistant has a founded complaint confirmed by the DSS
Child Protective Services Central Registry.

Verification of Provider Qualifications
Entity Responsible for Verification:

The individual/employer of record is responsible for the verification of

- the employee's skill set,

- the employee's willingness to attend training upon request,

- possession of basic math, reading & writing skills,

- compliance with waiver requirements, and

- receipt of verification of a TB screening according to Virginia Department of Health guidelines.

The Fiscal Management Serviceis responsible for verifying that
- the empl oyee meets the minimum age requirement,

- the employee possesses avalid SSN,
- the criminal records check/CPS registry check is completed.

Frequency of Verification:

Initially upon hire.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Services

Provider Category:
Agency
Provider Type:

Respite Provider
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Provider Qualifications
License (specify):

Any of the following types of providers can provide respite services:
1. A provider licensed by DBHDS as a provider of:

a. Supportive in-home residential services, which may provide respite services based in and from the
individua's home;

b. Center-based respite services, which may provide respite services based in and from the approved
respite center (licensed facility);

c. In-home respite services, which may provide respite services based in and from the individual's home;

d. Out-of-home respite services, which may provide respite services based in and from the provider's
home;

e. Residential services, which may provide respite services based in and from the currently licensed
group home, as long as DBHDS Office of Licensing approves the residential respite services; or

f. Sponsored residential home, aslong as DBHDS Office of Licensing approves the residential respite
services.

2. A provider approved by DSS as afoster care home for children, which may provide respite services
based from the provider's home to children only;

3. A provider approved by DSS as an adult foster care home, which may provide respite services based
from the provider's home to adults not currently residing in the home only; or

4. Personal care agencies licensed by the Virginia Department of Health or that have accreditation from
any organization recognized by the CMS for the purposes of Medicare certification which may provide
respite services based in and from the home of the individual.

Licensing requirements for RNs and LPNs are outlined in Chapter 30 of title 54.1 of the Code of
Virginia.

Certificate (specify):

Other Standard (specify):
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Respite providers must have a signed provider participation agreement with DMAS in order to provide
respite services. The provider designated in the participation agreement must directly provide the
services and bill DMAS for Medicaid reimbursement. Providers that have a personal care/respite care
provider participation agreement with DMAS may provide respite under that agreement.

Individuals employed by a personal care agency licensed by VDH (i.e., other than DBHDS licensed or
DSS approved providers) who provide care must meet the requirements of DMAS personal/respite
assistant. Basic qualifications for respite assistants include:

* Physical ability to do the work;

* Ability to read and write English to the degree necessary to perform the tasks expected; and

* Completion of atraining curriculum consistent with DMAS requirements. Prior to assigning an
assistant to an individual, the provider must obtain documentation that the assistant has satisfactorily
completed atraining program consistent with DMAS requirements. DMAS requirements may be met in
one of three ways:

1) Registration as a certified nurse aide;

2) Graduation from an approved educational curriculum which offers certificates qualifying the student
as anursing assistant, geriatric assistant, or home health aide; or

3) Completion of provider-offered training.

If the provider islicensed by VDH, the respite provider must employ or subcontract with and directly
supervise an RN or an LPN who will provide ongoing supervision of al respite assistants:

1) The RN or LPN must be currently licensed to practice in the Commonwealth or hold multi-state
licensure privilege pursuant to Chapter 30 (§ 54.1-3000 et seq.) of Title 54.1 of the Code of Virginiato
practice nursing and have at |east one year of related clinical nursing experience, which may include
work in an acute care hospital, public health clinic, home health agency, or nursing facility.

2) Based on continuing evaluations of the assistant's performance and individual's needs, the RN or
LPN supervisor shall identify any gaps in the assistant's ability to function competently and shall provide
training as indicated.

If the provider isa DBHDS-licensed or DSS-approved provider, a (residential) supervisor will provide
ongoing supervision of all respite assistants.

Verification of Provider Qualifications
Entity Responsible for Verification:

The Virginia Department of Medical Assistance Servicesisresponsible for the verification of respite
agency provider qualifications.
Frequency of Verification:

The Virginia Department of Medical Assistance Serviceswill verify provider qualifications every two
years.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
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Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Information and Assistance in Support of Participant Direction

Alternate Service Title (if any):

Services Facilitation

HCBS Taxonomy:
Category 1: Sub-Category 1:
12 Services Supporting Self-Direction 12020 information and assistance in support of self-direction
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Services facilitation assists the individual or the individual's family/caregiver, or Employer of Record (EOR), as
appropriate, in arranging for, directing, and managing services provided through the consumer-directed model of
service delivery.

The services facilitator is responsible for supporting the individual or the individual's family/caregiver, or EOR, as
appropriate, by collaborating with the case manager to ensure the devel opment and monitoring of the CD services
plan for supports, providing employee management training, and completing ongoing review activities asrequired
by DMAS for consumer-directed companion, personal assistance, and respite services.

The SF isresponsible for conducting an initial comprehensive visit during which an assessment of the individua's
particular needs for a requested consumer-directed serviceis completed. Thisisfollowed by assisting in the
development of the support plan for consumer-directed services. The services facilitator provides "employee
management training" to the individual or EOR, as appropriate, to educate him on his responsibilities as an
employer. Thisincludes training on advertising for, screening, hiring, retaining and firing an employee, aswell as
how to compl ete the necessary employment-related paperwork regarding taxes, criminal background checks, etc. and
must be completed before the CD employeeis hired.

Once the individual has hired a CD employee, the SF may assist the individual with securing needed training for the
employee. The SFis required to make "routine on-site" visits periodically to monitor and ensure the quality and
appropriateness of the services being provided. In addition, the SF should be available to the individual by
telephone during business hours and attend meetings, as requested by the individual. Annually, the SF conducts an
update (or reassessment) visit to review the individual's current status as related to CD services and develop a new
annual support plan.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Services facilitation is a separate waiver service to be used in conjunction with CD personal assistance, respite, or
companion services and shall not be covered for an individual absent one of these consumer directed services.

The SF must make an initial comprehensive home visit to collaborate with the individual and family/caregiver as
appropriate in the development of the ISP. This may be done only once for consumer-directed services. Subsequent
visits, or the start of anew SF, are handled as update (or reassessment) visits, which are generally shorter in duration
and reimbursed at alower level, astheinitia information has already been gathered from the individual and should
be available.

The "employee management training" occurs only once at the initiation of CD services. If additional training is
required for the individual, EOR or employee, thisis billed under "management training," which islimited to up to
four hours per six month period. Visitsthat pertain to training of the responsibilities of an Employer of Record may
be delivered through either aface-to-face or via HIPAA-compliant tel ehealth method.

At least one face-to-face meeting with the individual is required at least every six months to reassess needs and
ensure appropriateness of services. During these visits with the individual, the services facilitator shall observe,
evaluate, and consult with the individual, EOR, and the individual's family/caregiver, as appropriate, for the purpose
of documenting the adequacy and appropriateness of CD services with regard to the individual's current functioning
and cognitive status, medical needs, and social needs. These are billed as "routine on-site" visits.

Service Delivery Method (check each that applies):
[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Services Facilitation Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Services Facilitation

Provider Category:
Agency
Provider Type:

Services Facilitation Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

08/14/2023



Application for 1915(c) HCBS Waiver: VA.0358.R05.01 - Nov 11, 2023 Page 92 of 338

Other Standard (specify):

Services facilitation providers must have a signed provider participation agreement with DMAS in order
to provide services facilitation services. The provider designated in the participation agreement must
directly provide the services and bill DMAS for Medicaid reimbursement. Providers that choose to
render allowable activities via telehealth must adhere to the requirements of their provider agreement to
meet all state and federal requirements including HIPAA. The Virginia Department of Medical
Assistance Services (DMAS) Provider Application v1.2 states "The provider agrees to comply with the
regulations of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).".

To be enrolled as aMedicaid CD services facilitator and maintain provider status, the services facilitator
shall have sufficient resources to perform the required activities, including the ability to maintain and
retain business and professional records sufficient to document fully and accurately the nature, scope,
and details of the services provided. To be enrolled, the services facilitator shall also meet the
combination of work experience and relevant education that indicate the possession of the specific
knowledge, skills, and abilities as set out in DMAS' guidance documents to perform this function.

It is preferred that the CD services facilitator possess a minimum of an undergraduate degree in a human
servicesfield or be aregistered nurse currently licensed to practice in the Commonwealth or hold multi-
state licensure privilege. In addition, it is preferable that the CD services facilitator have two years of
satisfactory experience in ahuman service field working with individuals with intellectual disability or
individuals with other developmental disabilities.

The Medicaid reimbursed CD services facilitator shall not be the individual enrolled in the waiver, the
individual's case manager, a direct service provider, the individual's spouse, a parent of the individual
who isaminor child, or the EOR who is employing the assistant/companion.

Verification of Provider Qualifications
Entity Responsible for Verification:

The Virginia Department of Medical Assistance Services verifies provider qualifications.
Frequency of Verification:

The Virginia Department of Medical Assistance Services verifies provider qualificationsinitially and
subsequently every two years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Assistive Technology
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HCBS Taxonomy:
Category 1. Sub-Category 1.
14 Equipment, Technology, and Modifications 14031 equipment and technology
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Assistive technology is specialized medical equipment, supplies, devices, controls, and appliances, not available
under the State Plan for Medical Assistance, which enable individuals to increase their abilities to perform activities
of daily living (ADLS), or to perceive, control, or communicate with the environment in which they live, or which
are necessary for life support, including the ancillary supplies and equipment necessary to the proper functioning of
such technology.

In order to qualify for these services, the individual shall have a demonstrated need for equipment or modification
for remedial or direct medical benefit primarily in the individual's home, vehicle, community activity setting, or day
program to specifically improve the individual's personal functioning. AT shall be covered in the least expensive,
most cost-effective manner.

Equipment or supplies already covered by the State Plan may not be purchased under the waiver. The case manager
isrequired to ascertain whether an item is covered through the State Plan before requesting it through the waiver.

Assistive technology items must be recommended and determined appropriate to meet the individual’ s needs by the
applicable professional (e.g., physical therapist, occupational therapist, speech and language therapist), prior to
preauthorization of the service.

The equipment and activities include:

1. Specialized medical equipment, ancillary equipment, and supplies necessary for life support not available under
the State Plan for Medical Assistance;

2. Durable or nondurable medical equipment and supplies not available under the State Plan for Medical
Assistance;

3. Adaptive devices, appliances, and controls not available under the State Plan for Medical Assistance which
enable an individua to be more independent in areas of personal care and ADLSs; and

4. Equipment and devices not available under the State Plan for Medical Assistance, which enable an individual to
communicate more effectively.

The case manager submits service plan information to the operating agency, DBHDS, for service authorization.
DBHDS employs Qualified Developmental Disability Professionals (QDDPs) to complete the approval/service
authorization process. DMAS reviews a sample of DBHDS service authorizations as part of its monitoring process.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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The maximum Medicaid-funded expenditure for assistive technology is $5,000 per service plan year.

AT shall be available to individuals who are receiving at least one other waiver service and may be provided in a
residential or nonresidential setting.

In accordance with the CM S Informational Bulletin issued on July 7, 2014, assistive technology for individuals
under age 21 shall be accessed though the state plan pursuant to EPSDT. Assistive technology through this waiver
shall not be available to individuals under age 21.

Assurance: The services under the Family and Independence Waiver, VA.0358.R04.00, are limited to additional
services not otherwise covered under the state plan, including EPSDT, but consistent with waiver objectives of
avoiding institutionalization.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Assistive Technology

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency

Provider Type:
Assistive Technology

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Assistive technology shall be provided by DMAS-enrolled durable medical equipment (DME) providers
or DMAS-enrolled CSBs with a DMAS provider agreement to provide AT. Providers may also go
through the CSBs OHCDS as a provider.

DMAS contracts directly with durable medical equipment providers, which routinely provide specialized
medical equipment and supplies in accordance with the Virginia State Plan for Medical Assistance.
Equipment or supplies not covered by the State Plan may be purchased under Assistive Technology.

A rehabilitation engineer or certified rehabilitation specialist (CRS) may be utilized if, for example:

- The assistive technology will be initiated in combination with environmental modifications involving
systems which are not designed to go together; or

- An existing device must be modified or a specialized device must be designed and fabricated.
Verification of Provider Qualifications
Entity Responsible for Verification:

The Virginia Department of Medical Assistance Services
Frequency of Verification:

The Virginia Department of Medical Assistance Serviceswill verify provider qualifications every two
years.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Benefits Planning

HCBS Taxonomy:
Category 1 Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4: Sub-Category 4
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Benefits planning is an individualized analysis and consultation service provided to assist individuals receiving
waiver services and socia security benefits (SSI, SSDI, SSI/SSDI) to understand their benefits and explore the
possibility of work, to start work, and the effect of work on local, state, and federal benefits, and the impact of other
potential resource barriers around maintaining their benefits. This service includes education and analysis about
current benefits status and implementation and management of state and federal work incentives as appropriate.

This service results in the development of guidance and documentsto assist individuals and their families/legal
representatives to overcome fear and ambivalence about losing necessary supports and benefitsif they choose to
work or stay onthejob. This service enables individuals to make an informed choice about the initiation of work.
This service a so provides assistance, education, and training to working individuals to make successful transition to
financial independence.

Allowable Activities

Each of the allowable activities are available dependent upon the individual meeting criteriafor receipt of the service
activity. Elements of the allowable activities that involve interactions with the individual and/or representative may
be conducted in person or viatelehealth platforms (as appropriate) and include the following:

1. Pre-employment Benefits Review which may include:
*Benefits Planning Query (BPQY from SSA)

Description: A BPQY provides information about an individual's disability cash benefits, health insurance,
scheduled continuing disability reviews, representative payee, and work history, as stored in SSA’s electronic
records. The BPQY isan important planning tool for the individual or other person who may be developing
customized services for an individual who wantsto start working or stay on the job.

*Pre-employment Benefits Summary and Analysis (BS&A)

Description: Work with the individua to develop a benefits analysis and net income analysis report with both a
current situation and at least two other potential situations involving Social Security work incentives.

*Employment Change Benefits Summary and Analysis

Description: Work with the individual when he experiences a change in employment situation to develop a benefits
analysis and net income analysis report with both a“current situation” and at least two other potential situations
involving Social Security work incentives.

2. Work Incentives Development or Revisions (PASS, IRWE, BWE, IDA): Work with the individual and
family/legal representative to develop:

*Plan to Achieve Self-Support (PASS):

(Part 1)

Description: Develop, in collaboration with the individual and provider, a Plan to Achieve Self-Support (PASS) and
ensure that it is submitted to the Social Security Administration (SSA).

(Part 2)
Description: Ensure the approval of the PASS plan from the SSA PASS CADRE through modifications or other
appropriate services.

sImpairment Related Work Expenses (IRWE):

Description: IRWEs reduce the amount of income that Social Security counts against an individual's benefits by
deducting the amount of an expense from their total countable wages. In order to qualify for the IRWE, the expense
must be related to the individual’ s disability, work, and be an expense without which he cannot work. This service
involves working with the individual to develop and submit appropriate forms and supporting documents to SSA, as
needed, to successfully obtain the IRWE work incentive.

*Blind Work Expenses (BWE):
Description: Work with an individual confirmed to be blind to devel op and submit appropriate forms and supporting
documentsto SSA, as needed, to successfully obtain the BWE work incentive, which isthat SSI will not count any
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earned income when the primary diagnosisis blindness when the expense is reasonably attributed to earning the
income, i.e., guide dog, transportation to and from work, etc.

eIndividual Development Accounts (IDA):
Description: Work with the individual to develop matched savings accounts to assist him in saving towards the
purchase of alifelong asset such as ahome.

*Student Earned Income Exclusion (SEIE):

Description: Work with the individual to develop and submit appropriate documentsto SSA to receive benefits
under the SEIE work incentive. Student earned income exclusion allows individuals under the age of 22 who
regularly attend school or are involved in avocational education program to exclude earned income up to a certain
amount per a month.

*Medicaid While Working — Section 1619(b)

Description: Work with the individual to develop and submit an appropriate letter and supporting documents to SSA
and the Virginia Department of Socia Services (VDSS), and Medicaid, as needed, to receive benefits under 1619(b),
provides for the continuation of Medicaid when a beneficiary loses his SSI due to earning wages above the SS
threshold.

*Medicaid Works (Virginia's Medicaid Buy-In Program)

Description: Work with the individual who is currently eligible for and/or receiving Medicaid to complete and
submit the MEDICAID WORKS agreement and supporting documents to the Virginia Department of Social
Services (VDSS), as needed, to enroll in the Medicaid Buy-In program (may include Medicaid application or
updating the resource section of the Medicaid application). This enables workers with disabilities to earn higher
income and retain more in savings or resources than is usualy allowed by Medicaid.

*Work Incentive Revisions
Description: Work with the individua to revise one of the work incentives plans above as determined needed by a
significant change in status.

3. Resolution of SSA benefitsissues (e.g., Overpayments, Subsidies, Student Earned Income Exclusion, Medicaid
While Working)

*Overpayments:
Description: Work with the individual to address Social Security overpayments that arise.

*Subsidies:
Description: Work with the individual to develop and submit appropriate documentsto SSA to receive the Subsidy
work incentive.

*Work Activity Reports:
Description: Assist theindividual family/legal representative in filling out and returning formsto SSA.

4. Other Services
*ABLENnow
Description: Work with the individual and family, if applicable, to open an ABLEnow account.

*Financia health Assessment
Description: The Financial Health Assessment (FHA) isatool used to gauge an individual's understanding of his
current financial situation.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Receipt of this service shall not be tied to the receipt of any other covered waiver or Medicaid service. This service
may be authorized one time per allowable activity per individual per calendar year. However, a service may be
reauthorized within a calendar year if the individual’ s situation has changed in terms of disability conditions, benefit
type, or employment status.

No vendor shall hill for waiver Benefits Planning services while the eligible individual has an open employment
services case with DARS and is eligible for this through DARS.

The annual year limit for this service shall be $3,000. No unspent funds from one plan year shall be accumulated
and carried over to subsequent plan years.

Plan for Achieving Self-Support-Part 1 7.0 hours
Plan for Achieving Self Support-Part 2 12.5 hours

Impairment Related Work Expense 9.0 hours
Blind Work Expense 9.0 hours

1619(b) Medicaid 45 hours

Student Earned Income Exclusion 9.0 hours
Subsidy 9.0 hours

Work Activity Reports: 6.0 hours
Medicaid Works 5.5 hours
Overpayment 3.5 hours

Benefits Planning Query 1.0 hours
Pre-Employment BSA 7.0 hours
WorkWORLD Summary and Analysis 7.0 hours
Individual Development Accounts 7.0 hours
Section 301/Able Now 45 hours
Financial Health Assessment 3.5 hours

WI Revisions 7.0 hours

Allowable a